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0
o
0
o
-

of
whether located in or out
Conﬁned in local jail fac ilities.
state

in a state-operated
Under your jurisdiction but housed
or in a federal facility
state
in
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in your state
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the time of death
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STATE PRISON INMATE DEATH REPORT
1.

8.

What was the inmate’s name?

LAST

FIRST

On what date was the inmate admitted to

MI

MONTH

2.

YEAR

On what date did the inmate die?

27
MON TH

3.

DAY

011 Y

2am

9,

For what offense(s) was the inmate being held?

3- Attempted PWD Schedule II

YEAR

What was the name and location of the
correctional facility involved?
Facilit

Name:

ELAYN HUNT CORRECTIONAL CENTER

Facilit Cit :

Facility State:

SAINT GABRIEL
10. Since admission, did the inmate ever stay
overnight in a mental health facility?
4.

What was the inmate’s date of birth?

MON TH

DA Y

I]
'
C]

Yes
No
Don't Know

YEAR

11. Where did the inmate die?
5.

What was the inmate’s sex?

[:1

DUE]

“ Male
Cl Female

Was the inmate of Hispanic, Latino, or Spanish
origin?
CI
“

Yes
No

DUDE

6.

In a general housing unit in the facility or in a
general housing unit on prison grounds
In a segregation unit
In a special medical unit/Inﬁrmary within your
facility
In a special mental health services unit within
your facility
In a medical center outside your facility
In a mental health center outside your facility
While in transit
Elsewhere
L

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:

DECIDED

7.

Please Specify:

White
Black or African American
American Indian or Alaska Native
Asian
Native Hawaiian or Pacific Islander
Some other race
I—> ‘ Please Specify:

u AQCMK‘V In“

L::l\r
Are the results of a medical examiner's or coroner's evaluation (such as an autopsy. postmortem exam. or
/
revrew of medical records) available to establish an official cause of death?

« YES —» CONTINUE TO 013
CI Evaluation completevresults are pending

D

L’ SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEATH
No evaluation IS planned -> CONTINUE TO 013

13. What was the cause of death?
"

“' Please SPECIFY cause of death—it Is critical Information'“

Illness—Exclude AIDS-related deaths [Specify] _.

D Acquired Immune Deﬁciency Syndrome (AIDS)
Accidental alcohol/drug intoxication [Describe] —>

DUDE

Accidental injury by other (e.g., vehicular accidents
during transport) [Descn‘be] _____,
Suicide (e.g., hanging. knife/cutting instrument.
intentional drug overdose) [Describe] ——*
Homicide [Describe] ————>

'

Other cause(s) [Specify] —_—>

l

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?
NOT APPLICABLE—Cause of death was illness. intoxication. or AIDS-related
CI

In the prison facility or on the prison grounds
D In the inmate's cell/room
C] In a temporary holding area/lockup
C] In a common area within the facility (e.g., yard. library. cafeteria)
[PLEASE
C] In a special medical unit/infirmary
4
SPEC/FY]
D In a speCIaI mental health servrces unit
C] In a segregation unit
D On death row. special unit awaiting capital punishment
U Elsewhere within the rison facilit

L»

C]
U

Outside the prison facility (e.g.. while on work release or on work detail)
Elsewhere
l—b

Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
'

NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related
Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)
u It.f‘CMf‘V In“

receive any of the toilOMng

16. Excluding emergency care provided at the time of death. did the inmate
to your correctional ,ac l
services for the medical condition that caused his/her death after admission

D

or homICIde
NOT APPLICABLE—Cause of death was accidental injury. intoxication. suicide.
DON'T KNOW
a.
b.
0.
d
e.
t.

Evaluated by physncian/medicai staff
Diagnostic tests (e.g., X-rays, MRI)
Medications

PLEASE PROV/DEA
RESPONSE FOR
EACH ITEM (.34)

Surgery
Conﬁnement in special medical unit

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and a_yn of the conditions were pre-exrstmg, mark
"Pre-existing medical condition. ')'
D

NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide
Pre-existing medical condition
Deceased developed condition after admission
Could not be determined

w
Please add any additional notes regarding this death here:

u ACCMPV In“

OMB No 11210149 Appmval (min-u Ol/HUOI‘)

DEATHS IN CUSTODY—2017
STATE PRISON INMATE
DEATH REPORT

U 5. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS
AND ACTING AS COLLECTION AGENT'
RTI INTERNATIONAL

FORM COMPLETED BY:

tater: l:::::
_

D l::l
w E l:::l

Instructions for Completion
ll llOVde’irlh_S__O_(‘,(‘_,‘tl[__edl'_____ln2017'
.
You wrll not need to report anything at this time.
.
Al the beginning of 2018, you Will be asked to complete a summary form whether or not you had a death occurrence in 2017.
l_y_____________i
ou had more than one death in 2017:
.
Make copies of this form lor each additional death.
0
Complete the entire form hr each inmate death.
.
Once y0ur death records are complete. there are several ways to submit a death report.
ONLINE: Complete the report online at: __p___J_Q____ghtts
//b'sdcr,ni.or
E-MAIL: _1_rp@_gb'sdcrti.or

MAIL: RTI International. mm Data Capture
Project Number: 0215015001 .100.102.1OO
5265 Capital Boulevard
Raleigh, NC 27690-1652

FAX (TOLL-FREE). (866) 800-9179
If you need assrstance. call Matt Bensen of RTI International toll-free at (800) 344-1387 or b;g@_gsdcrrh
or

What deaths should be reported?
INCLUDE deaths of ALL persons...
0

Conﬁned in your correctional facrlities, whether housed
under yourjurisdiction or that of another state
Under yourjurisdiction but housed in private correctional
facilities, whether located in or out of state
Under your jurisdiction but in special facilities (e.g..
medical/treatment/release centers, halfway houses.
police/court lockups. or work farms)
In transit to or from your facilities while under your
supervision

Under the Paperwork Reduction Act,
burden of this collection is estimated
necessary data. and completing and
reducmg this burden. to the Director
address

EXCLUDE deaths of ALL persons...
Executed in your state
Conﬁned in local jail facrlities, whether located in or out of
state
Under yourjurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility
Under probation or parole supervision in your state
Under your jurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT
we cannot ask you to respond to a collection of inlormation unless it displays a currently valid OMB control number The
to average 30 minutes per each reported death including rewewrng instructions. searching existing data sources, gathering
reVIewmg this form Send comments regarding this burden estimate or any aspect 01 this survey. including suggestions for
Bureau of Justice Statistics, 810 Seventh Street. NW Washington. DC 20531 Do not send your completed lorm to this
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STATE PRISON INMATE DEATH REPORT
1.

M

What was the inmate’s name?

I IRS]

LASY

DB.
On what date was the inmate admitted to
your correctional facilities?

[£132

MI

MONHI

2.

YEAR

a

On what data did the inmate die?

1n

MON T H

3.

DAY

DA Y

I:

9.

YE A R

What was the name and location of the
correctional facility involved?
Facilit

Name:

ELAYN HUNT CORRECTIONAL CENTER

Facilit Cit:

SAINT GABRIEL

l

Facility State:

For what offense(s) was the inmate being held?

abc-::::
d.—
e-:::

10. Since admission, did the inmate ever stay
overnight in a mental health facility?
What was the inmate's date of birth?

as
MONTH

“2

DAY

Elli

C]
D

'

Yes
No

Don't Know

YEAR

Male
Female

C]

v
Cl

DC!

What was the inmate’s sex?

\I

11. Where did the inmate die?

Was the inmate of Hispanic, Latino, or Spanish
origin?

Cl
"

Yes
No

BEIGE]

4.

In a general housing unit in the facility or in a
general housing unit on prison grounds
In a segregation unit
In a special medical unit/infirmary within your
facility
In a special mental health services unit within
your facility
In a medical center outside your facility
In a mental health center outside your facility
While in transit
Elsewhere
L‘

Please SpeCIfy:

‘

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:
White
Black or African American
American Indian or Alaska Native
Asian
Native Hawaiian or Pacific Islander
Some other race
|—> ’ Please Specify:

u/tf‘.CMf‘V In“

v.

esults of a medical examiner's or coroner's (walnut—jun
(such as an autopsy. postmortem exam. or
9‘” OI medical records) available to establish an official cause oi death?

L;
YES ——. CONTINUE TO 013
U Emhmmn complnto results are pending
L‘ SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEA TH
D

No evaluation IS planned

—> CONTINUE TO 013

L—ju
What was the cause of death? “' Please SPECIFY cause of death—it Is critical informatIon‘“
edema
\
Illness—Exclude AIDS-related deaths [SpeCIfy/ _, [-PU|mO‘———:|nary
Acqurred Immune Defrorency Syndrome (AIDS)

D

C] Accidental alcohol/drug mloxrcalion [Describe] -—-—> ::
Cl Accidental injury to self [Describe] ———>
Acmdental injury by other (e.g., vehicular accidents

D

C] Surcide (e.g., hanging. knife/cutting instrument,
intentional drug overdose) [Describe] —'—’ —

14. Where did the incident (e.g., accident. suicide. or homicide) causing the death take place?
8

NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related

0

In the prison facility or on the prison grounds
G In the inmates cell/room
D In a temporary holding area/lockup
C] In a common area within the facility (e.g., yard. library. cafeteria)
C] In a special medical unit/infirmary
D In a special mental health services unit
D In a segregation unit
C] On death row, special unit awaiting capital punishment

[PLEASE
SPECIFY]

0 Elsewherewithinthe"isonfacilit
l—’ Please Spear/y:
Cl
U

___

Outside the prison facility (e.g., while on work release or on work detail)
Elsewhere
Lb

Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
“

NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related
Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)
i. AREMI‘V “Nu

any
_
our of
cothe folloWin
16. Excluding emergency care provided at the time of death, did the inmate receive
to
y
"ecuonal facilimti
services for the medical condition that caused his/her death after admisswn
0

NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicid e, or homicide

#50ng

DON'T KNOW
NO
YES
a. Evaluated by physician/medical staff ........................ v .......... E]................[:1
. Diagnostic tests (e.g., X-rays. MRI) ..........................[j.......... .z ................ D
Medications ............................................................... v .......... C]................
surgery...................................................'I.'i.'.'.'I.'.'.'IIIIIII.'
Conﬁnement in special medical unit

.'.'.'.'I.‘.'.'.'.'

‘Qal
Ex

PLEASE PRO v”,
RESPONSE FOR
EA CH ITEM (34)

.'.'.'.' .............

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and _yna of the conditions were pre-eXIStmgi mark
"Pre-existing medical condition. ’)'
C]

NOT APPLICABLE—Cause of death was accidental injury, intoxication. suicide, or homicide
Pre-existing medical condition
Deceased developed condition after admission
Could not be determined

Please add any additional notes regarding this death here:

n It CCMf‘V In»
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DEATH REPORT
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FORM COMPLETED BY:

Instructions for Completion

o

You will not need to report anything at this time.
At the beginning of 2018, you will be asked to complete a summary form whether or not you had a death occurrence in 2017.

_L____________lf
ou had more than one death in 2017:
0
Make copies of this form for each additional death.
Complete the entire form for each inmate death.
Once y0ur death records are complete, there are several ways to submit a death report:
ONLINE: Complete the report online at: _LJ_L__ghtts://b'sdcr.rti.or
E-MA/L: b_1_g@Jsdcrrti.or

“m —*—

0
0

MAIL: RTI International, Attn; Data Capture
Project Number: 0215015.001.100.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

mﬂw

FAX (TOLL—FREE): (866) 800-9179
or
If you need assistance. call Matt Bensen of RTI International toll-free at (800) 344-1387 or __1___Q@__gb‘sdcrrti.

INCLUDE deaths of ALL persons...
0

Conﬁned in your correctional facilities, whether housed
under your jurisdiction or that of another state

Under yourjurisdiction but housed in private correctional
facilities, whether located in or out of state
Under yourjurisdiction but in special facilities (e.g.,
medical/treatment/release centers. halfway houses,
police/court lockups. or work farms)
In transit to or from your facilities while under your
supervision

- WWW

What deaths should be reported?
EXCLUDE deaths of ALL persons...
Executed in your state
Conﬁned in local jail facilities. whether located in or out of
state

Under your jurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility
Under probation or parole supervision in your state
Under your jurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT
Under the Paperwork Reduction Act. we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death, including reviewing instructions. searching existing data saurces. gathering
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for
reducing this burden. to the Director. Bureau of Justice Statistics. 810 Seventh Street, NW, Washington. DC 20531 Do not send your completed form to this
address.
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STATE PRISON INMATE DEATH REPORT
1.

8.

What was the inmate's name?

Bock

Donald

LAS I

FIRS f

[Ell

On what date was the inmate admitted to 0
your correctional facilities?

MI

MONTH

2.

EH

YEAR

On what date did the inmate die?

me»
MON 7H

3.

DAY

DA Y

YEAR

[Ill

9.

For what offense(s) was the inmate being held?
a.

Vehicular Homicide

S-Escape Agg Escape
What was the name and location of the
correctional facility involved?

Facilit

Unautho use of a motor vehicle

Name:

ELAYN HUNT CORRECTIONAL CENTER
Facilit Cit:

SAINT GABRIEL

Facility State:

I

10. Since admission, did the inmate ever stay
overnight in a mental health facility?
4.

C] Yes
D No
' Don't Know

What was the inmate’s date of birth?

“7241n5
MONTH

7

YEAR

DAY

11. Where did the inmate die?
What was the inmate’s sex?

I
Cl

E]

Male
Female

Was the inmate of Hispanic, Latino, or Spanish
origin?

D
“

Yes
No

In a general housing unit in the facility or in a
general housing unit on prison grounds
In a segregation unit
In a special medical unit/inﬁrmary within your
facility
In a special mental health services unit within
your facility
In a medical center outside your facility
In a mental health center outside your facility
While in transit
Elsewhere
L

Please Specify:

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:
White
Black or African American
American Indian or Alaska Native
Asian
Native Hawaiian or Pacific Islander
Some other race
L>

Please Specify:

l

u Af‘.CMf‘V In“

‘:::l‘hAre the results of a medical examiner's or coroner's evaluation (such as an autopsy, postmortem exam. or
review of medical records) avallable to establish an official cause of death?
' YES —‘> CONTINUE TO 013
C] Evaluation conipletoﬂresults are pending
l—’ SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEA TH
E! No evaluation IS planned —> CONTINUE TO 013

13. What was the cause of death?

“" Please SPECIFY cause of death—it is critical information”

Illness—Exclude AIDS-related deaths [Specify] _,

V

Acquired Immune Deficiency Syndrome (AIDS)
Accidental alcohol/drug intoxication [Describe] ——> :1

DUDE

Accidental injury to self [Describe] ——>E::|(
Accidental injury by other (e.g., vehicular accidents
during transport) [Descn'be] __—__.
Suicide (e.g.. hanging, knife/cutting instrument,
intentional drug overdose) [Describe] —'

14. Where did the incident (e.g.. accident. suicide, or homicide) causing the death take place?
NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related
D

In the prison facility or on the prison grounds
C] In the inmates cell/room
C] In a temporary holding area/lockup
C] In a common area within the facility (e.g., yard, library, cafeteria)
(PLEASE
C] In a special medical unit/infirmary
SPECIFY]
C] In a special mental health services unit
D In a segregation unit
D On death row. special unit awaiting capital punishment
U Elsewhere within the

rison facilit

g

C]
Cl

Outside the prison facility (e.g.. while on work release or on work detail)
Elsewhere
L—>

Please Specify:

‘

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related
Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)
..AP.EK|FV Ihu

_
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DEATHS IN CUSTODY—2017
STATE PRISON INMATE
DEATH REPORT

US. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS
AND ACTING AS COLLECTION AGENT:
RTI INTERNATIONAL

FORM COMPLETED BY:

Ottlctal
Address

Telephone

mD

Instructions for Completion
if no deaths occurred in 2017‘
.
You will not need to report anything at this time.
o
At the beginning of 2018. you will be asked to complete a summary form whether or not you had a death occurrence in 2017.
l_y_____“f
0u had more than one death in 2017:
0
Make copies of this form for each additional death.
o
Complete the entire form for each inmate death.
0
Once your death records are complete. there are several ways to submit a death report:
ONL/NE: Complete the report online at: thszl/b'sdcrnicr
E-MAIL: _;_g@_gb‘sdcrrti.or

MAIL: RTI International, Attn: Data Capture
Project Number: 0215015.001.100.102.100
5265 Capital Boulevard
Raleigh. NC 27690-1652

FAX (TOLL-FREE): (866) 800-9179
If you need assistance. call Malt Bensen of RTI International toll-free at (800) 344—1387 or b_j_g@_g'sdcrrti.or

What deaths should be reported?
INCLUDE deaths of ALL persons...
-

Conﬁned in your correctional facilities. whether housed
under yourjurisdiction or that of another state
Under your jurisdiction but housed in private correctional
facilities, whether located in or out of state

Under yourjurisdiction but in special facilities (e.g.,
medical/treatment/release centers, halfway houses.
police/court lockups. or work farms)
In transit to or from your facilities while under your
supervision

EXCLUDE deaths of ALL persons...
Executed in your state
Conﬁned in local jail facilities. whether located in or out of
state
Under your jurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility
Under probation or parole supervision in your state

Under your jurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT
Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death. including reviewing instructions, searching existing data sources, gathering
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey. including suggestions for
reducing this burden, to the Director. Bureau of Justice Statistics, 810 Seventh Street. NW, Washington, DC 20531. Do not send your completed form to this
address

TIA/“.EMPV In“

STATE PRISON INMATE DEATH REPORT
1.

What was the inmate’s name?

Clabaugh

8.

i Lloyd

T

FIRST

LAST

I

On what date was the inmate admitted to One 0
your correctional facilities?

MI

MON m

2.

“212

YEN?

On what date did the inmate die?

n 5
MON 7H

3.

DAY

n all 2 n l 7
YEAR
DAY

9.

For what offense(s) was the inmate being held?
a‘IndecentbehaviorJuvenII'es

What was the name and location of the
correctional facility involved?
Facilit

Name:

ELAYN HUNT CORRECTIONAL CENTER

FacilitCit:

Facility State:

SAINT GABRIEL

|

LA

|
10. Since admission, did the inmate ever stay
overnight in a mental health facility?
C]
E]
0

What was the inmate’s date of birth?

an
MONTH

DAY

inﬂz

Yes
No
Don't Know

YEAR

11. Where did the inmate die?
\I

What was the inmate’s sex?

Cl

CID

v Male
C] Female

Was the inmate of Hispanic, Latino, or Spanish
origin?
Yes
No

DUDE}

D

In a general housing unit in the facility or in a
general housing unit on prison grounds
In a segregation unit
In a special medical unit/infirmary within your
facility
In a special mental health services unit within
your facility
In a medical center outside your facility
In a mental health center outside your facility
While in transit
Elsewhere
L

Please Specify:

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:
'

DDDDDE

4.

White
Black or African American
American Indian or Alaska Native
Asian
Native Hawaiian or Pacific Islander
Some other race
‘—> I Please Specify:

‘

uAf‘.CMf‘V lh“

1::
Are. the results
of a medical examiner's or coroner's evaluation (such as an autopsy. postmortem exam. or
reVIow of medical records) available to establish an official cause of death?

v YES —> CONTINUE TO 013
[3 Evaluation complete ~rosu|ls are pending
L‘ SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEA TH

E] No evaluation is planned —> CONTINUE TO 013
13. What was the cause of death?

‘“ Please SPECIFY cause of death—it is critical Information”

Illness—Exclude AIDS-related deaths [Specify] .__.

“

h____:]Heart
Attack”,

Acquired Immune Deﬁciency Syndrome (AIDS)
Accidental alcohol/drug intoxication [Describe] —>
Accidental injury to self [Describe] —-—>

|

DUDE}

Accidental injury by other (e.g., vehicular accidents
during transport) [Describe] —,
Suicide (e.g., hanging. knife/cutting instrument.
intentional drug overdose) [Describe] —>

Homicide [Describe] —-——>

|

Other cause(s) [Specify] ———>

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?
NOT APPLICABLE—Cause of death was illness. intoxication. or AIDS-related
D

[PLEASE
SPECIFY]

In the prison facility or on the prison grounds
C] In the inmate's cell/room
Cl In a temporary holding area/lockup
D In a common area within the facility (e.g., yard. library. cafeteria)
Cl In a special medical unit/Infirmary
CI In a special mental health services unit
C] In a segregation unit
U On death row. special unit awaiting capital punishment
0 Elsewhere within the
L-D

Cl
C]

rison facilit

Please Specrly:

Outside the prison facility (e.g., while on work release or on work detail)
Elsewhere
l—>

Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
“

NOT APPLICABLE—Cause of death was illness. intoxication. or AIDS-related
Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)
,. AfZCM/‘V In“

16. Excluding emergency care provided at the time of death, did the inmate receive any 0f the f'Ollowing medical
services for the medical condition that caused hls/her death after admission to your correcmnal facilities?

0

NOT APPLICABLE—Cause of death was accidental injury. Intoxication. suicide. or homICI‘de
DON'T KNOW
NO
YES
PLEASE PROVIDE A
Evaluated by physician/medical staff ........................ a .......... [j................ D

r‘sbeor sv

Diagnostic tests (e.g.. X-rays. MRI) .......................... y ..........[j................ C]
Medications ............................................................... D .......... w ................

RESPONSE FOR
EACH ITEM (a-O

Surgery ................................................................................................
Confinement in special medical unit .........................

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and a_zn of the conditions were pre-existing, mark
"Pre-existing medical condition. ')‘
C]

NOT APPLICABLE—Cause of death was accidental injury. intoxication, suicide, or homicide

E] Pre-existing medical condition
’ Deceased developed condition after admission
Cl Could not be determined

Please add any additional notes regarding this death here:

,, ACEHPV ll"u

OMB No [1210249 Appromi [wires 03/31/2019

DEATHS IN CUSTODY—2017
STATE PRISON INMATE
DEATH REPORT

US. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS
AND ACTING AS COLLECTION AGENT:
RTI INTERNATIONAL

Instructions for Completion
If no deaths_’_______occurredin2017.'
You will not need to report anything at this time.
o
At the beginning of 2018. you will be asked to complete a summary form whether or not you had a death occurrence in 2017.
_y__________lf
ou had more than one death in 2017:
.
Make copies of this form for each additional death.
.
Complete the entire form for each inmate death.
.
Once your death records are complete. there are several ways to submit a death report.
ONLINE: Complete the report online at: __LL_g__ghtts://bsdcr.rti.or
E-MAIL: b_1_p_@_g‘sdcrrti.or

MAIL: RTI international. Attn: Data Capture
Project Number: 0215015.001.100.102.100
5265 Capital Boulevard
Raleigh. NC 27690-1652

FAX (TOLL-FREE): (866) 800-9179
If you need assistance. call Matt Bensen of RTI International toll-free at (800) 344-1387 or b_1_g@_g'sdcrr1i.
or

What deaths should be reported?
INCLUDE deaths of ALL persons...
0

Conﬁned in your correctional facilities. whether housed
under yourjurisdiction or that of another state

Under yourjurisdiction but housed in private correctional
facilities. whether located in or out of state
Under yourjurisdiction but in special facilities (e.g..
medical/treatment/release centers. halfway houses,
police/court lockups. or work farms)
In transit to or from your facilities while under your
supervision

EXCLUDE deaths of ALL persons...
Executed in your state
Conﬁned in local jail facilities. whether located in or out of
state
Under yourjurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility
Under probation or parole supervision in your state
Under your jurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT
Under the Paperwork Reduction Act. we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number The
burden of this collection is estimated to average 30 minutes per each reported death. Including reviewing instructions. searching exrsting data sources. gathering
necessary data. and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey. including suggestions for
reducing this burden. to the Director, Bureau of Justice Statistics. 810 Seventh Street. NW. Washington. DC 20531. Do not send your completed form to this
address

“AIEEMI‘V In“

STATE PRISON INMATE DEATH REPORT
What was the inmate's name?

8.

FIRS T

LASI

0
On what date was the inmate admitted to
your correctional facilities?

III

1.

MI

MONTH

On what date did the inmate die?

as an
MONTH

9.

YEAR

What was the name and location of the
correctional facility involved?

3- Aggravated Battery
b- E:
C.

d.

Facilit Name:

ELAYNHUNT CORRECTIONAL CENTER

Facilit

YEAR

For what offense(s) was the inmate being held?

Cit:

e.

Facility State:

SAINT GABRIEL

LA

l
10. Since admission, did the inmate ever stay
overnight in a mental health facility?

What was the inmate’s date of birth?

“1 22

MON TH

DAY

Ell!

0
CI
'

Yes
No
Don't Know

YEAR

11. Where did the inmate die?
What was the inmate’s sex?

CI

C]

Male
Female

BUD

3.

DAY

n

Was the inmate of Hispanic, Latino, or Spanish
origin?
Cl

Yes
No

DUDE

2.

DAY

In a general housing unit in the facility or in a
general housing unit on prison grounds
In a segregation unit
In a special medical unit/infirmary within your
facility
In a special mental health services unit within
your facility
In a medical center outside your facility
In a mental health center outside your facility
While in transit
Elsewhere
L

Please Specify:

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:
White
Black or African American
American Indian or Alaska Native
Asian
Native Hawaiian or Pacific Islander
Some other race
‘—>

Please Specify:

,./\f‘.CMf‘V In“

S
/(2. Are the results of a medical examiner's or coroner's evaluation (such as an autopsy, postmortem exam, or
review of medical records) available to establish an official cause of death?

YES —> CONTINUE TO 013
CI Evaluation complete—results are pending
L’ SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEA TH
E] No evaluation is planned —> CONTINUE TO 013
13- What was the cause 0f death?

'“ Please SPECIFY cause of death—it is critical information'“

Illness—Exclude AIDS-related deaths [Specify] _. Cardiopu|monary Failure

V

I

C] Acquired Immune Deﬁciency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] —>
Accidental injury to self [Describe] ———> _

DUDE}

Accidental injury by other (e.g., vehicular accidents

Suicide (e.g., hanging. knife/cutting instrument,
intentional drug overdose) [Describe] ———>

Homicide [Describe] ———-———>

I

Other cause(s) [Specify] ——————_>

I

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?
5

NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related

C In the prison facility or on the prison grounds
C] In the inmate's cell/room
C] In a temporary holding area/lockup
C] In a common area within the facility (e.g., yard. library. cafeteria)
[PLEASE
C] In a special medical unit/infirmary
I
spEc/Fy]
Cl In a specual mental health servuces unit
Cl In a segregation unit
0 On death row, special unit awaiting capital punishment
0 Elsewhere within the prison facilit

b

Cl Outside the prison facility (e.g., while on work release or on work detail)
Cl Elsewhere
L—>

Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related
Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)
"Af‘_CMf‘V In“

—_——_—_———/”’—’—\

the folio .
'
an of
m
retinelmveyouyr
correctionalwlfng
16. Excluding emergency care provided at the time of death, did the inmate
0‘“
act"
admissm
tI93“at
services for the medical condition that caused his/her death after

D

?

9, or homicide
NOT APPLICABLE—Cause of death was accidental injury. intoxication. suicid

YES

No

DON'TKNOW

Evaluated by physician/medical staff ........................[:1.......... a ................D

meeoce

.

.
_.
Diagnostic tests (e.g., X-rays, MRI) .......................... E] .......... .z ................ D
Medications ...............................................................[:1 .......... ' ................ [:1

PLEASE PROVID

RESPONSE
FOR EA
C
EA H ITEM (EH)

Surgery ................................................................................ ' ................
Confinement in special medical unit
‘
'

17. Was the cause of death the result of a pro-existing medical condition or did the inmate develop the condition

Cl

NOT APPLICABLE—Cause of death was accidental injury, intoxication. suicide. or homicide

DEC]

after admission? (If multiple conditions caused the death and _yan of the conditions were pre-eXiSﬁng. mark
"Pre-existing medical condition. ')'

Pre-existing medical condition
Deceased developed condition after admission
Could not be determined

Please add any additional notes regarding this death here:

u Af‘.CMf‘V Int.

OMB No 1121-0249 Approval Expires 03/31/2019

DEATHS IN CUSTODY—2017
STATE PRISON INMATE
DEATH REPORT

US. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS
AND ACTING AS COLLECTION AGENT:
RTI INTERNATIONAL

FORM COMPLETED BY:

Tltlo :::lI

Official

w D ::
Instructions for Completion
If no deaths occurred in 2017:
0
You will not need to report anything at this time.
0
At the beginning of 2018. you will be asked to complete a summary form whether or not you had a death occurrence in 2017.

_y_________—lf
ou had more than one death in 2017:
0
Make copies of this form for each additional death.
0
.

Complete the entire form for each inmate death.
Once your death records are complete, there are several ways to submit a death report:
ONL/NE: Complete the report online at: h_g__j__p__gtts://b‘sdcr.rti.or
E-MAIL: W‘sdcrnior

MAIL: RTI International, Attn: Data Capture
Project Number: 0215015.001.100.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

FAX (TOLL-FREE): (866) 800-9179
If you need assistance. call Matt Bensen of RTI International toll-free at (800) 344-1387 or J_g@_gb'sdcrrti.or

What deaths should be reported?
INC LUDE deaths of ALL persons...
Conﬁned in your correctional facilities. whether housed
under yourjurisdiction or that of another state
Under your jurisdiction but housed in private correctional
facilities, whether located in or out of state
Under yourjurisdiction but in special facilities (e.g.,
medical/treatment/release centers. halfway houses.
police/court lockups, or work farms)
In transit to or from your facilities while under your
supervision

EXCLUDE deaths of ALL persons...
Executed in your state
Conﬁned in local jail facilities, whether located in or out of
state
Under your jurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility

Under probation or parole supervision in your state
Under your jurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT
Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death, including reviewing instructions. searching existing data sources. gathering
necessary data. and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey. including suggestions for
reducing this burden. to the Director, Bureau of Justice Statistics. 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this
address.

«AP—CKIPV In“

STATE PRISON INMATE DEATH REPORT
1.

What was the inmate's name?

Dorsey

8.

I Paul

LAST

H:

FIRS 1

On what date was the inmate admitted to On
your correctional facilities?

MI
MON TH

2.

DAY

YEAR

a

On what date did the inmate die?

11

MON TH

DAY

an

9.

YEAR

For what offense(s) was the inmate being held?
a.

Indec Behavior Juveniles

b.
3.

What was the name and location of the
correctional facility involved?

Facilit Name:

ELAYNHUNT CORRECTIONAL CENTER

Facilit Cit:

Facility State:

SAINT GABRIEL

I:::
- ::
::
10. Since admission, did the inmate ever stay
overnight in a mental health facility?

What was the inmate’s date of birth?

“2
MON TH

17

DAY

ﬂ

I]
U

I

Yes
No
Don‘t Know

YEAR

11. Where did the inmate die?
What was the inmate’s sex?

Male
Female
BUD

C]

[3

Was the inmate of Hispanic, Latino, or Spanish
origin?

C]

Yes
No

DUDE

4.

In a general housing unit in the facility or in a
general housing unit on prison grounds
In a segregation unit
In a special medical unit/inﬂrmary within your
facility
In a special mental health services unit within
your facility
In a medical center outside your facility
In a mental health center outside your facility
While in transit
Elsewhere
L

Please Specify:

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:
'

White
Black or African American
American Indian or Alaska Native
Asian
Native Hawaiian or Pacific Islander
Some other race
I—>

Please Specify:

"ACEMF‘V Int.

q.
.-

D
U

YES —9 CONTINUE TO 013
Evaluation complete—results are pending
L'" SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CA USE OF DEA TH

'

No evaluation IS planned —> CONTINUE TO 013

13. What was the cause of death?

'“ Please SPECIFY cause of death—it is critical Information“

Illness—Exclude AIDS-related deaths [Specify] __§ Pneumonia

"

-TH’V.”

.~«..

12. Are the results of a medical examiner‘s or coroner‘s evaluation (such as an autopsy. postmortem exam. or
review of medical records) available to establish an official cause of death?

g?"

g“
L:

\

Acquired Immune Deficiency Syndrome (AIDS)
Accidental alcohol/drug intoxication [Describe] ——> 1::

DBL—ID

Accidental injury to self [Describe] ————> :1
Accidental injury by other (e.g., vehicular accidents
during transport) [Describe] _______,
Suicide (e.g., hanging, knife/cutting instrument,
intentional drug overdose) [Describe] _>

Other cause(s) [Specify] ———>

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?
i

NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related

C] In the prison facility or on the prison grounds
C] In the inmate's cell/room
C] In a temporary holding area/lockup
CI In a common area within the facility (e.g., yard. library. cafeteria)
D
In a special medical unit/infirmary
[PLEASE
CI In a special mental health services unit
SPECIFY]
0 In a segregation unit
D On death row, special unit awaiting capital punishment
U Elsewhere within the
L’

CI
Cl

rison facilit

Please Specrfy:

Outside the prison facility (e.g., while on work release or on work detail)
Elsewhere
l

L—b

Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related
Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)
,. Af‘.CMf‘V Il'\u

WWW—mmmwy

V

any of the fo||0wing m

receive
16. Excluding emergency care provided at the time of death, did t he inmate
to your correctional facilitiezrca‘
admission
services for the medical condition that caused his/her death a fter
3?

D

NOT APPLICABLE—Cause of death was accidental injury. intoxication. suicide. 0r hom'c'de
YES

NO

DON'T KNOW

Evaluated by physician/medical staff ........................ v ..........[j ................ D

#909,097!»

Diagnostic tests (e.g.. X-rays. MRI) .......................... .z ..........[:1 ................ [j
Medications ............................................................... v

PLEA SE PRova A
RESPONSE FOR
EA CH ITEM (a—f)

Surgery ...................................................................... '
Conﬁnement in special medical unit

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and a_yn of the conditions were pre-existing, mark
“Pre-existing medical condition. ’)’
C]

NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide

D
-'
[3

Pre-existing medical condition
Deceased developed condition after admission
Could not be determined

Please add any additional notes regarding this death here:

.iltf‘.l:MPV "3..

OMB No. 1121-0249 Approval Expires 03/31/2019

DEATHS IN CUSTODY—2017
STATE PRISON INMATE
DEATH REPORT

US DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS
AND ACTING AS COLLECTION AGENT:
RTI INTERNATIONAL

D—
wE—

Telephone

Instructions for Completion
If no deaths occurred in 2017:
0
You will not need to report anything at this time.
At the beginning of 2018, you will be asked to complete a summary form whether or not you had a death occurrence in 2017.
|_y_______f
ou had more than one death in 2017:
0
Make copies of this form for each additional death.
Complete the entire form for each inmate death.
0
Once your death records are complete, there are several ways to submit a death report:
ONL/NE: Complete the report online at: h_p_j_Lgtts://b‘sdcr.rti.or
E-MAIL: _1_QLQDSOCFFILOF

MAIL: RTI International, Attn: Data Capture
Project Number: 0215015.001.100.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

FAX (TOLL—FREE): (866) 800-9179
If you need assistance. call Matt Bensen of RTI lntemational toll-free at (800) 344-1387 or b_j___Q@_ngC/f(l.0f

What deaths should be reported?
INCLUDE deaths of ALL persons...
Conﬁned in your correctional facilities, whether housed
under yourjun'sdiction or that of another state
Under your jurisdiction but housed in private correctional
facilities, whether located in or out of state
Under yourjun'sdiction but in special facilities (e.g.,
medical/treatment/release centers. halfway houses.
police/court lockups. or work farms)
in transit to or from your facilities while under your
supervision

EXCLUDE deaths of ALL persons...
Executed in your state
Conﬁned in local jail facilities, whether located in or out of
state
Under your jurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility
Under probation or parole supervision in your state
Under yourjurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT
Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unless It displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death. including reviewing instructions. searching existing data sources, gathering
necessary data. and completing and reviewrng this form, Send comments regarding this burden estimate or any aspect of this survey. including suggestions for
reducrng this burden, to the Director. Bureau of Justice Statistics. 810 Seventh Street. NW. Washington. DC 20531 Do not send your completed form to this
address

.,I\f‘.CMI‘V In“

STATE PRISON INMATE DEATH REPORT
1.

What was the inmate's name?

Farrar

8.

| Albert

Hi]i

FIRST

LAST

On what date was the inmate admitted to one of
your correctional facilities?

“51”

MI

MONTH

2.

YEAR

On what data did the inmate die?
1

9.

zsﬂzﬂ-7

MON 7H

3.

DAY

iﬂﬂ7

DAY

YEAR

For what offense(s) was the inmate being held?

- Battery of Police ofﬁcer

What was the name and location of the
correctional facility involved?

ELAYN HUNT CORRECTIONAL CENTER
Facilit Cit :

Facility State:

SAINT GABRIEL

LA
10. Since admission, did the inmate ever stay
overnight in a mental health facility?

0 Yes
C] No
v Don't Know

What was the inmate’s date of birth?

nizsiﬂsu
MON TH
DAY
YEAR

11. Where did the inmate die?
What was the inmate's sex?

Cl

C]

Male
Female

Was the inmate of Hispanic, Latino, or Spanish
origin?

D
"

Yes
No

In a general housing unit in the facility or in a
general housing unit on prison grounds
In a segregation unit
In a special medical unit/inﬁrmary within your
facility
In a special mental health services unit within
your facility
In a medical center outside your facility
In a mental health center outside your facility
While in transit
Elsewhere
L

Please Specrfy:

.

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:
White
Black or African American
American Indian or Alaska Native
Asian
Native Hawaiian or Pacific Islander
Some other race
l—‘P

Please Specify:

‘

u AI‘JZMI‘V In“

Are. the results of a medical examiner's or coroner’s evaluation (such as an autopsy. postmortem exam, or
:32.
revuew of medical records) available to establish an ofﬁcial cause of death?

«

YES —> CONTINUE TO Q13

Cl

Evaluation complete—results are pending
L’ SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEA TH

E]

No evaluation is planned —> CONTINUE TO 013

13. What was the cause of death?

“

“' Please SPECIFY cause of death—it is critical Information“

Illness—Exclude AIDS-related deaths [Specify] _, Cardiopmmonary Arrest
Acquired Immune Deﬁciency Syndrome (AIDS)

1:]

Accidental alcohol/drug intoxication [Describe] ———> C:‘

DUDE]

Accidental injury by other (e.g., vehicular accidents
during transport) [Describe] ______,
Suicide (e.g., hanging. knife/cutting instrument,
intentional drug overdose) [Describe] —>

Other cause(s) [Specify] —————>

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?
_’

NOT APPLICABLE—Cause of death was illness. intoxication, or AIDS-related

C]

In the prison facility or on the prison grounds
D In the inmates cell/room
CI In a temporary holding area/lockup
D In a common area within the facility (e.g., yard, library. cafeteria)
[PLEASE
D In a special medical unit/infirmary
'
SPECIFY]
D In a specnal mental health serVIces unit
C] In a segregation unit
0 On death row, special unit awaiting capital punishment

U
Cl

Outside the prison facility (e.g., while on work release or on work detail)
Elsewhere
|—> '

Please SpeCIfy:

I

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
“

NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related
Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)
n Af‘.Cklf‘V In“

16. Excluding emergency care provided at the time of death, did the inmate receive any of the following medical
services for the medical condition that caused his/her death after admission to your correctional facilities?

0

NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide. or homicide
NO
.
.
.
.
.

Evaluated by physician/medical staff
Diagnostic tests (e.g.. X-rays. MRI)
Medications
Treatment/care other than medications

DON'T KNOW
PLEASE PROVIDE A
RESPONSE FOR
EACH ITEM (a-f)

. Surgery
Conﬁnement in special medical unit

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and __xan of the conditions were pre-existing, mark
"Pre-existing medical condition. ’)’
C]

NOT APPLICABLE—Cause of death was acetdental injury. intoxication, suicide, or homicide

Pre-existing medical condition
Deceased developed condition after admission
Could
not be determined
C]
C]

Please add any additional notes regarding this death here:

u Af‘.Ckl(‘V In“

OMB No. 1121-02d9 Approval Expires 03/31/2019

DEATHS IN CUSTODY—2017
STATE PRISON INMATE
DEATH REPORT

Form NPS-4A
(Addendum)

US. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS
AND ACTING AS COLLECTION AGENT:
RTI INTERNATIONAL

FORM COMPLETED BY:
Tltle

Name
Official
Address

Telephone I:\

Clty

FAX :lI

State

:l
Instructions for Completion

If no deaths occurred in 2017:
0
You will not need to report anything at this time.
o
At the beginning of 2018. you will be asked to complete a summary form whether or not you had a death occurrence in 2017.
l_y_________f
ou had more than one death in 2017:
0
Make copies of this form for each additional death.
Complete the entire form for each inmate death.
0
Once your death records are complete. there are several ways to submit a death report:
ONL/NE: Complete the report online at: _p_j__L_ghtts://b‘sdcr.rti.or
E-MAIL: W'sdcrmﬂor

MAIL: RTI International. Attn: Data Capture
Project Number: 0215015.001.100.102.100
5265 Capital Beulevard
Raleigh. NC 27690-1652

FAX (TOLL-FREE): (866) 800-9179
If you need assistance, call Matt Bensen of RTI International toll-free at (800) 344—1387 or b_j_Q@_q'sdcrrti.or

What deaths should be reported?
INCLUDE deaths of ALL persons...
0

Conﬁned in your correctional facilities. whether housed
under your jurisdiction or that of another state
Under yourjurisdiction but housed in private correctional
facilities. whether located in or out of state

Under your jurisdiction but in special facilities (e.g.,
medical/treatment/release centers. halfway houses.
police/court lockups, or work farms)
in transit to or from your facilities while under your
supervision

EXCLUDE deaths of ALL persons...
Executed in your state

Conﬁned in local jail facilities, whether located in or out of
state
Under your jurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility
Under probation or parole supervision in your state
Under your jurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT
Under the Paperwork Reduction Act. we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death. including reviewrng instructions, searching existing data sources. gathering
necessary data. and completing and reviewing this form. Send comments regarding this burden estimate or any aspect at this survey. including suggestions for
reducmg this burden. to the Director. Bureau of Justice Statistics. 810 Seventh Street, NW. Washington. DC 20531. Do not send your completed form to this
address.

.. Af‘.EMf‘V In“

STATE PRISON INMATE DEATH REPORT
1.

What was the inmate‘s name?

Foster

8.

' Joseph

I V
M,

FIRST

LASI

l

On what date was the inmate admitted to one of
your correctional facilities?

MONTH

2.

E1132

YEAR

On what date did the inmate die?
n52ﬂl7
DAY

MONTH

3.

DAY

9.

For what offense(s) was the inmate being held?

8. A99 Kidnapping

Yb/lR

What was the name and location of the
correctional facility involved?
FaciIitName:

ELAYNHUNT CORRECTIONAL CENTER

Facilit Cit:

Facility State:

SAINT GABRIEL

LA

10. Since admission. did the inmate ever stay
overnight in a mental health facility?
4.

What was the inmate‘s date of birth?

a 5221n5
MONTH
DAY
YEAR

2

C]
0
v

Yes
No
Don't Know

11. Where did the inmate die?

Male
Female

[3

v
[3

U
[ED

What was the inmate’s sex?

Was the inmate of Hispanic, Latino, or Spanish
origin?

Yes
No

USED

El
“

In a general housing unit in the facility or in a
general housing unit on prison grounds
In a segregation unit
In a special medical unit/inﬁrmary within your
facility
In a special mental health services unit within
your facility
In a medical center outside your facility
In a mental health center outside your facility
While in transit
Elsewhere
L

Please Specrfy:

‘

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:
'

DECIDE“:

5.

White
Black or African American
American Indian or Alaska Native
Asian
Native Hawaiian or Pacific Islander
Some other race
L-'>

Please Specify:

.,I\f‘_Eklf‘V In“

G/L
Are the results of a medical examiner’s or coroner's evaluation (such as an autopsy, postmortem exam, or
reVIew of medical records) available to establish an official cause of death?

CI
U

YES —-—> CONTINUE TO 013
Evaluation complete—results are pending
L_" SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEA TH

'

No evaluation is planned —> CONTINUE TO Q13

13. What was the cause of death?
“

"" Please SPECIFY cause of death—it is critical information’"

Illness—Exclude AIDS-related deaths [Specify] ——->

Acquired Immune Deficiency Syndrome (AIDS)
Accidental alcohol/drug intoxication [Describe] ——> ::

DDDDD

Accidental injury by other (e.g., vehicular accidents
during transport) [Describe] _____—>
Suicide (e.g., hanging. knife/cutting instrument.
intentional drug overdose) [Describe] ——>
Homicide [Describe] ———-———-—-—> :I
Other cause(s) [Specify] ——> E

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?
1

NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related

CI

In the prison facility or on the prison grounds
C] In the inmate's cell/room
C] In a temporary holding area/lockup
D In a common area within the facility (e.g., yard. library, cafeteria)
[PLEASE
C] In a special medical unit/infirmary
SPEC/FY}
C] In a special mental health services unit
C] In a segregation unit
D On death row. special unit awaiting capital punishment
C] Elsewhere within the rison facilit
l—>
Cl
CI

Please SpeCIfy:

Outside the prison facility (e.g., while on work release or on work detail)
Elsewhere
I

L—>

Please Specify:

l

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
“

NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related

CI

Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)

Cl

"AfECklf‘V In“

16. Excluding emergency care provided at the time of death, did the inmate receive any of the following medical
services for the medical condition that caused his/her death after admission to your correctional facilities?

Cl

NOT APPLICABLE—Cause of death was accidental injury. intoxication. suicide. or homicide
NO
. Evaluated by physician/medical staff
. Diagnostic tests (e.g.. X—rays. MRI)
. Medications

DON'T KNOW
PLEASE PROVIDE A
RESPONSE FOR
EACH ITEM (8—!)

. Surgery
Conﬁnement in special medical unit

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and _zan of the conditions were pre-existing, mark
“Pre-existing medical condition. ')’

[3

NOT APPLICABLE—Cause of death was accidental injury. intoxication, swcide. or homicide
Pre-existi‘ng medical condition
Deceased developed condition after admission
Could not be determined

Please add any additional notes regarding this death here:

"ACEMI‘V Ih..
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FORM COMPLETED BY:

.

V...

Instructions for Completion
if no deaths occurred in 2017:
You will not need to report anything at this time.
At the beginning of 2018, you will be asked to complete a summary form whether or not you had a death occurrence in 2017.

ou had more than one death in 2017:
_y___________|f
0
Make copies of this form for each additional death.
Complete the entire form for each inmate death.
Once your death records are complete, there are several ways to submit a death report:
ONL/NE: Complete the report online at: h_L_1_p___gtts://b'sdcr.rti.or
E-MAIL.‘ _L__p_@__gb‘sdcrrti.or

MAIL: RTI International, Attn: Data Capture
Project Number: 0215015.001.100.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

FAX (TOLL-FREE): (866) 800-9179
or
If you need assistance, call Matt Bensen of RTI International toll-free at (800) 344-1387 or b_1__g@_g'sdcrrti.

What deaths should be reported?

Under yourjurisdiction but in special facilities (e.g.,
medica|/treatment/re|ease centers, halfway houses.
police/court lockups, or work farms)
In transit to or from your facilities while under your
supervision

\
\

Conﬁned in local jail facilities. whether located in or out of
state
Under your jurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility
.“"""‘

Under yourjurisdiction but housed in private correctional
facilities, whether located in or out of state

Executed in your state

Under probation or parole supervision in your state

"

Confined in your correctional facilities, whether housed
under yourjurisdiction or that of another state

EXCLUDE deaths of ALL persons...

Under your jurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT
Under the PapenNork Reduction Act, we cannot ask you to respond to a collection of information unless It displays a currently valid OMB control number, The
burden of this collection is estimated to average 30 minutes per each reported death, including reviewing Instructions. searching existing data sources. gathering
necessary data. and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for

reducrng this burden. to the Director, Bureau of Justice Statistics. 810 Seventh Street, NW. Washington, DC 20531. Do not send your completed form to this
address.

"AFDCMPV In“

m—F‘FI’WW

INCLUDE deaths of ALL persons...

STATE PRISON INMATE DEATH REPORT
1.

V
_
.
tong\0
the inmate admltted
8. On what date was
your correctional faculties?

What was the inmate’s name?

Charles

Fulmer

WE
MONTH

2.

YEAR

On what date did the inmate die?

9.

manna
DAY
YEAR
MON TH
What was the name and location of the
correctional facility involved?

Facilit Name:

ELAYNHUNT CORRECTIONAL CENTER

Facilit City:

Facility State:

SAINT GABRIEL

For what offense(s) was the inmate being held?

a-

d.
e-:::
10. Since admission, did the inmate ever stay
overnight in a mental health facility?

What was the inmate’s date of birth?

MON TH

1am

DA Y

C] Yes
C] No
' Don't Know

YEAR

11. Where did the inmate die?
What was the inmate’s sex?

Male
Female
EDD

I
U

C]

Was the inmate of Hispanic, Latino, or Spanish
origin?

Cl Yes
No

DUDE!

3.

DAY

In a general housing unit in the facility or in a
general housing unit on prison grounds
ln a segregation unit
In a special medical unit/infirmary within your
facility
In a special mental health services unit within
your facility
In a medical center outside your facility
In a mental health center outside your facility
While in transit
Elsewhere
L

Please Specify:

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:
'

White
Black or African American
American Indian or Alaska Native
Asian
Native Hawaiian or Pacific Islander
Some other race
|—>

Please Specify:

uAf‘JZMf‘V In“

i

“ ‘1; _"“.;‘_ <

.
I
‘ ._‘ g.“-‘.F_A_“#1 _......,.w
,___.,.L" L". “M"«':._. __-~a_--.l.—_.-_<_.

1'

:1‘
Are the results of a medical examiner’s or coroner's evaluation (such as an autopsy, postmortem exam, or
revlew of medica| records) available to establish an ofﬁcial cause of death?
D
U

*

YES ——> CONTINUE TO 013
Evaluation complete—results are pending
L? SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEA TH
No evaluation is planned —> CONTINUE TO Q13

13. What was the cause of death?

“

"* Please SPECIFY cause of death—it is critical information“

Illness—Exclude AIDS-related deaths [Specify] —> Cardiac Arrest and Multiple Organ failure
Acquired Immune Deﬁciency Syndrome (AIDS)
Accidental alcohol/drug intoxication [Describe] —>

DUDE}

Accidental injury by other (e.g., vehicular accidents
during transport) [Describe] —__,

CI

Accidental injury to self [Describe] ———>

Suicide (e.g., hanging, knife/cutting instrument,
intentional drug overdose) [Describe] ——-—> _
Homicide [Describe] —_——>
Other cause(s) [Specify] —-———>

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?
5

NOT APPLICABLE—Cause ofdeath was illness, intoxication. orAlDS-related

C]

In the prison facility or on the prison grounds
C] In the inmates cell/room
Cl In a temporary holding area/lockup
CI In a common area within the facility (e.g., yard, library. cafeteria)
[PLEASE
C] In a special medical unit/infirmary
SPEC/FY]
C] In a special mental health services unit
CI In a segregation unit
D On death row, special unit awaiting capital punishment
U Elsewhere within the prison facilit
L?

U
U

Please Specify:

Outside the prison facility (e.g., while on work release or on work detail)
Elsewhere
|—>

Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
’ NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related
Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)
.,I\f‘_l:hlr"V In“

r

--

_

~‘_z

A4

-..L_V

.4“-

M~;-

3......—

m a
16. Excluding emergency care provided at the time of death, did the inmate receive any 0 fthe follow.‘ng
facihneedical
services for the medical condition that caused his/her death after admisswn to your C orrectional
3'?

U

NOT APPLlCABLE—Cause of death was accidental injury, intoxication. suicide. or homiCide
YES
NO
DON'T KNOW
PLEASE PROVIDE A
Evaluated by physician/medical staff ........................ .......... [j ................[:1
RESPONSE FOR
Diagnostic tests (e.g., X-rays. MRI) .......................... .z .......... C]................[j
EACH ITEM (3")
Medications ............................................................... v .......... [j................[:1
Treatment/care other than medications ....................[:1 .......... v ................ [:1

ﬂe ces»

Surgery ......................................................................

..........[:1................[:I

Confinement in special medical unit ......................... ' ..........................

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and _zan of the conditions were pre-existing, mark
Ci

NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide

[JED

“Pre-existing medical condition. ’)’

Pre-existing medical condition
Deceased developed condition after admission
Could not be determined

Please add any additional notes regarding this death here:

u ACEMPV In“
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US. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATlSTlCS
AND ACTING A3 COLLECTION AGENT:

DEATHS IN CUSTODY—2017
STATE PRISON INMATE
DEATH REPORT

RTI INTERNATIONAL

FORM COMPLETED BY: 7
Title

Telephone

:l|

FAX

E:I

Instructions for Completion
|_.fno_deaths occu_rred in 2017.
0
You Will not need to report anything at this time.
At the beginning of 2018. you will be asked to complete a summary form whether or not you had a death occurrence in 2017.
_y—________lf
ou had more than one death in 2017:
0
Make copies of this form for each additional death.
0
Complete the entire form for each inmate death.
0
Once your death records are complete. there are several ways to submit a death report:
ONLINE: Complete the report online at: _p__j_p_ghtts.//b'sdcr.ni.or

MAIL: RTI International, Altn: Data Capture
Project Number: 0215015001 .100.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

E-MA/L: _j__g@_gb‘sdcrrti.or

FAX (TOLL-FREE): (866) 800-9179
If you need assistance. call Matt Bensen of RTI International toll—free at (800) 344-1387 or _L_Q@_gb$dCffI/.Or

What deaths should be reported?
INCLUDE deaths of ALL persons...
0

EXCLUDE deaths of ALL persons...

Conﬁned in your correctional facilities, whether housed
under your jurisdiction or that of another state

Executed in your state

Under your jurisdiction but housed in private correctional
facilities, whether located in or out of state

State

Under yourjurisdiction but in special facilities (e.g..
medicaI/treatment/release centers, halfway houses.
police/court lockups, or work farms)
In transit to or from your facilities while under your
supervision

Confined in local jail facilities, whether located in or out of
Under your jurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility
Under probation or parole supervision in your state
Under your jurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT
Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death. including reviewmg instructions. searching extsting data sources. gathering
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for
reducing this burden, to the Directory Bureau of Justice Statistics, 810 Seventh Street, NW. Washington. DC 20531. Do not send your completed form to this
address.
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STATE PRISON INMATE DEATH REPORT
1.

8.

What was the inmate’s name?

m
LAST

F IRS l

On what date was the inmate admitted to one M
your correctional facilities?

an

MI
MON 1'H

2.

YEAR

On what date did the inmate die?

“n2n2ﬂ-7
YEAR
MON TH
DAY

3.

D/I Y

9.

For what offense(s) was the inmate being held?
a.

Aggravated Rape

What was the name and location of the
correctional facility involved?

Facilit

Name:

ELAYN HUNT CORRECTIONAL CENTER

FacilitCit:

SAINT GABRIEL

I

Facility State:
10. Since admission, did the inmate ever stay
overnight in a mental health facility?

4.

What was the inmate’s date of birth?

M

MON TH

DAY

C]
CI

an

Yes
No
Don't Know

YEAR

11. Where did the inmate die?
5.

What was the inmate’s sex?

Male
Female
CIDCI

V
Cl

CI

Was the inmate of Hispanic, Latino, or Spanish
origin?
CI
"

Yes
No

DUDE

6.

In a general housing unit in the facility or in a
general housing unit on prison grounds
In a segregation unit
In a special medical unit/inﬁrmary within your
facility
In a special mental health services unit within
your facility
In a medical center outside your facility
In a mental health center outside your facility
While in transit
Elsewhere
Ll

‘

In addition, what was the inmate’s race? Please
select one or more of the following racial

categories:
White
Black or African American
American Indian or Alaska Native

BUDDIES

7.

Please Specify:

Asian
Native Hawaiian or Pacific Islander
Some other race
[—9

Please Specify:

u ACEMf‘V In“

"O
O

a

T:
'ﬁt
’

(,"Are the results of a medical examiner's or coroner‘s evaluation (such as an autopsy. postmortem exam, or
review of medical records) available to establish an official cause of death?

v
D

YES -——> CONTINUE TO 013
Evaluation complete—results are pending
LP SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CA USE OF DEA TH

E] No evaluation is planned -> CONTINUE TO 013
13. What was the cause of death?

“' Please SPECIFY cause of death—it is critical Information”

Illness—Exclude AIDS-related deaths [Specify] _, Cardiac Arrest

"

C] Acquired Immune Deficiency Syndrome (AIDS)
Accidental alcohol/drug intoxication [Describe] ——> [:1l

BUD

Accidental injury to self [Describe] —>:::]|
Accidental injury by other (e.g., vehicular accidents
during transport) [Describe] _,
Suicide (e.g.. hanging, knife/cutting instrument.
intentional drug overdose) [Describe] -———>

Other cause(s) [Specify] ———————> ::l

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?
1

NOT APPLICABLE—Cause of death was illness, intoxication. or AIDS-related

G

In the prison facility or on the prison grounds
C] In the inmate's cell/room
C] In a temporary holding area/lockup
C] In a common area within the facility (e.g., yard, library, cafeteria)
[PLEASE
C] in a special medical unit/infirmary
SPECIFY]
C] In a special mental health services unit
C] In a segregation unit
C] On death row, special unit awaiting capital punishment
0 Elsewhere within the prison facilit
L—>

U
Cl

Please Specify:

Outside the prison facility (e.g., while on work release or on work detail)
Elsewhere
L—>

Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
NOT APPLlCABLE—Cause of death was illness, intoxication, or AIDS-related
Cl

Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Cl Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)
unrzcmr‘v In“

-—__..—

~_~t._.mu..u .V. t s. -

D

the inmate receitvo anuyrcoo'rt'r‘oocluéo"nOaIWlfnu moment A
a “WM?
after admissuon 0 W

16. Excluding emergency care provided at the time of death. did
services for the medical condition that caused his/ her death

0

or homicide
NOT APPLICABLE—Cause of death was accidental injury, mtoxucation, suicide.

YES
Evaluated by physmian/medical staff ........................
Diagnostic tests (e.g.. X-rays. MRI) .........................
Medications ..............................................................
Treatment/care other than medications ....................

v
v
.a
v

No

DON'TKNOW

.......... [j ................ [:1
.......... ['_‘] ................ [j
.......... C] ................U
.......... [:1 ................ [3

PLEASE PROVIDE A
RESPONSE FOR
EACH ITEM (a—t)

T‘SDP-OP’?

Surgery ...................................................................... v .......... C] ................D
Confinement in special medical unit ...................................................

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and _yan of the conditions were Pfe'eX'St’Wv mark
“Pre-existing medical condition. ')’
C]

NOT APPLICABLE—Cause of death was accidental injury. intoxication. suicide. or homicide

'
C]
C]

Pre-existing medical condition
Deceased developed condition after admission
Could not be determined

Please add any additional notes regarding this death here:

"ARCMPV In“

OMB No. 1121-0249 Approval Expires 03/31/2019

DEATHS IN CUSTODY—2017
STATE PRISON INMATE
DEATH REPORT

Form NPS-4A
(Addendum)

US. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS
AND ACTING AS COLLECTION AGENT:
RTI INTERNATIONAL

FORM COMPLETED BY:

Official

mS_
Instructions for Completion
If no deaths occurred in 2017:
You will not need to report anything at this time.
o
At the beginning of 2018, you will be asked to complete a summary form whether or not you had a death occurrence in 2017.
__y__________lf
ou had more than one death in 2017:
a
Make copies of this form for each additional death.
0
Complete the entire form for each inmate death.
0
Once your death records are complete, there are several ways to submit a death report:
ONLINE: Complete the repOrt online at: h__p_;p_gtts://b'sdcr.rti.or
E-MA/L: _L_g@__gb'sdcrni'.or

MAIL: RTI International, Attn: Data Capture
Project Number: 0215015.001.100.102.100
5265 Capital Boulevard
Raleigh. NC 27690-1652

FAX (TOLL-FREE): (866) 800-9179
If you need assistance. call Matt Bensen of RTI International toll—free at (800) 344-1387 or _1_Q@_gb'sdcrrti.or

What deaths should be reported?
INCLUDE deaths of ALL persons...
0

Conﬁned in your correctional facilities, whether housed
under yourjurisdiction or that of another state
Under yourjurisdiction but housed in private correctional
facilities, whether located in or out of state
Under yourjurisdiction but in special facilities (e.g..
medical/treatment/release centers, halfway houses.
police/court lockups, or work farms)
In transit to or from your facilities while under your
supervision

EXCLUDE deaths of ALL persons...
Executed in your state
Conﬁned in local jail facilities, whether located in or out of
state
Under your jurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility
Under probation or parole supervision in your state
Under your jurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT
Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death. including reviewing instructions. searching existing data sources, gathering
necessary data. and completing and reviewing this form, Send comments regarding this burden estimate or any aspect of this survey. including suggestions for
reducing this burden, to the Director, Bureau of Justice Statistics. 810 Seventh Street, NW. Washington. DC 20531. 00 not send your completed form to this
address.
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STATE PRISON INMATE DEATH REPORT
1.

What was the inmate’s name?

‘ Gertenschologer
LASI

8.

Darren

C

riRsr

M,

On what date was the inmate admitted to one of

facr'lities?
your correctional
'

l

n12n1nnn
MON TH

2.

YEAR

On what date did the inmate die?

9.

252nl7
YEAR

DAY

MON TH

3.

DAY

For what offense(s) was the inmate being held?

- First Degree Murder

What was the name and location of the
correctional facility involved?
Facilit Name:
ELAYN HUNT CORRECTIONAL CENTER

Facilit Cit:

SAINT GABRIEL

I

Facility State:

LA

l
10. Since admission, did the inmate ever stay
overnight in a mental health facility?

4.

C]
Cl
«

What was the inmate’s date of birth?

11

MONTH

H2

DAY

an

Yes
No
Don't Know

YEAR

11. Where did the inmate die?
What was the inmate’s sex?

Male
Female

Cl

'
Cl

C]

EC}

5.

6.

Was the inmate of Hispanic, Latino, or Spanish
origin?

DUDE

Cl Yes
No

In a general housing unit in the facility or in a
general housing unit on prison grounds
In a segregation unit
In a special medical unit/infirmary within your
facility
In a special mental health services unit within
your facility
In a medical center outside your facility
In a mental health center outside your facility
While in transit
Elsewhere
L

I

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:

DDDDDEI

7.

Please Specify:

White
Black or African American
American Indian or Alaska Native
Asian
Native Hawaiian or Pacific Islander
Some other race
L—>

Please Specify:

|

"AfECMf‘V "1..

Are the results of a medical examiner's or coroner’s evaluation (such as an autopsy, postmortem exam, or
:1”.
revrew of medical records) available to establish an official cause of death?
D
C]

YES —> CONTINUE TO Q13
Evaluation complete—results are pending
L’ SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEA TH

V

No evaluation is planned —> CONTINUE TO Q13

13. What was the cause of death?

V

“* Please SPECIFY cause of death—it is critical information “"

Illness—Exclude AIDS-related deaths [Specify] _,

[:1

Acquired Immune Deﬁciency Syndrome (AIDS)
Accidental alcohol/drug intoxication [Describe] —> I

\

Accidental injury to self [Describe] -——>

I

Accidental injury by other (e.g., vehicular accidents
during transport) [Describe] _____—,
Suicide (e.g., hanging. knife/cutting instrument,

Homicide [Describe] —-———>

i

Other cause(s) [Specify] _-——> I

l

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?
NOT APPLICABLE—Cause of death was illness, intoxication. or AIDS-related
C]

In the prison facility or on the prison grounds
C] In the inmates cell/room
D In a temporary holding area/lockup
D In a common area within the facility (e.g., yard, library, cafeteria)
[PLEASE
C] In a special medical unit/Infirmary
.
Cl In a specual mental health servuces unit
SPEC/FY]
C] In a segregation unit
C] On death row, special unit awaiting capital punishment
Cl Elsewhere within the prison facilit

L»

Cl
C]

Outside the prison facility (e.g., while on work release or on work detail)
Elsewhere
Lb ‘

Please Specify:

l

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
-’
C]
[3
Cl
Cl

NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related
Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (8 pm to Midnight)
Overnight (Midnight to 6 am)
4. Af‘_Cklf‘V Int.

16. Excluding emergency care provided at the time of death, did the inmate receive any of the following medical
services for the medical condition that caused his/her death after admission to your correctional facilities?

Cl

NOT APPLICABLE—Cause of death was accidental injury. intoxication, suicide, or homicide
NO
. Evaluated by physician/medical staff
. Diagnostic tests (e.g., X-rays. MRI)
. Medications
. Treatment/care other than medications
. Surgery
. Conﬁnement in special medical unit

DON'T KNOW

PLEA SE PROVIDE A
RESPONSE FOR
EA CH ITEM (a—f)

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop the condition

after admission? (If multiple conditions caused the death and _zan of the conditions were pre-existing, mark
"Pre-existing medical condition. ")
[3

NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide
Pre-existing medical condition
Deceased developed condition after admission
Could not be determined

Please add any additional notes regarding this death here:

:4 Af‘.CMf‘V In“
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OMB No 1121-0249 Approval Expires 03/31/2019

US. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS
AND ACTING AS COLLECTION AGENT:

DEATHS IN CUSTODY—2017
STATE PRISON INMATE
DEATH REPORT
FORM COMPLETED BY:

Offlclal

::

—
h

Address

RTI INTERNATIONAL

Telephone

F“ El —

“W

Instructions for Completion
o
0

You will not need to report anything at this time.
At the beginning of 2018, you will be asked to complete a summary form whether or not you had a death occurrence in 2017.

__y____________—_If
ou had more than one death in 2017:
.
Make copies of this form f0r each additional death.
.
Complete the entire form for each inmate death.
.
Once your death records are complete. there are several ways to submit a death report:
ONL/NE: Complete the report online at: WUSLHOSOCFNLOI’
E-MAIL: W'sdcrmor

MAIL: RTI International, Attn: Data Capture
Project Number: 0215015.001.100.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

FAX (TOLL-FREE): (866) 800-9179
If you need assistance. call Matt Bensen of RTI International toll—free at (800) 344-1387 or b;g@_g‘sdcrrﬂ.or

What deaths should be reported?
INCLUDE deaths of ALL persons...
0

Conﬁned in your correctional facilities. whether housed
under your jun'sdiction or that of another state
Under your jurisdiction but housed in private correctional
facilities, whether located in or out of state
Under yourjurisdiction but in special facilities (e.g..
medical/treatment/release centers. halfway houses.
police/court lockups, or work farms)
In transit to or from your facilities while under your
supervision

EXCLUDE deaths of ALL persons...
Executed in your state
Conﬁned in local jail facilities, whether located in or out of
state
Under your jurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility
Under probation or parole supervision in your state
Under your jurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT
Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death. including reviewmg instructions. searching existing data sources, gathering
necessary data. and completing and reviewrng this form. Send comments regarding this burden estimate or any aspect of this survey. including suggestions for
reducing this burden. to the Director, Bureau ol Justice Statistics, 810 Seventh Street. NW Washington. DC 20531 Do not send your completed form to this
address

..I\f‘_CMf‘V In“

On what date was the inmate admitted to On
your correctional facilities?

MON TH

2.

DAY

“1

YEAR

On what date did the inmate die?

n1

n1
MON TH

DAY

n

9.

YEAR

For what offense(s) was the inmate being held?

- DI Tschedule ll
- Simple Burglary

3.

What was the name and location of the
correctional facility involved?

Facilit Name:

|

ELAYNHUNT CORRECTIONAL CENTER

Facility Cit:

Facility State:

SAINT GABRIEL

LA
10. Since admission, did the inmate ever stay
overnight in a mental health facility?

4.

Cl
v
D

What was the inmate’s date of birth?
"12“
MON TH

DAY

EB

Yes
No
Don't Know

YEAR

11. Where did the inmate die?

5.

El

6.

C]

What was the inmate’s sex?

Male
Female

Was the inmate of Hispanic, Latino, or Spanish

origin?

[I

Yes
No

In a general housing unit in the facility or in a
general housing unit on prison grounds
In a segregation unit
In a special medical unit/inﬂrmary within your
facility
In a special mental health services unit within
your facility
In a medical center outside your facility
In a mental health center outside your facility
While in transit
Elsewhere
L

7.

Please Specify:

In addition, what was the inmate’s race? Please

select one or more of the following racial
categories:

V
[3
Cl
[3
El

White
Black or African American
American Indian or Alaska Native
Asian
Native Hawaiian or Pacific Islander
Some other race
I—->

Please Specify:

'

» ACCMPV In“

YES
Evalua
l3

[3

the

results
FIRS T

LAST

8.

.2.

E]

What was the inmate’s name?

Are
review

STATE PRISON INMATE DEATH REPORT
1.

of medi

—

N‘sKi.)7 1|

12. Are the results of a medical examiner’s or coroner's evaluation (such as an autopsy, postmortem exam. or
revrew of medical records) available to establish an official cause of death?

v

YES —> CONTINUE TO Q13

U

Evaluation complete~results are pending

D

L"’ SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEA TH
No evaluation is planned —> CONTINUE TO 013

13. What was the cause of death?

“

“' Please SPECIFY cause of death—it is critical information”

Illness—Exclude AIDS-related deaths {Specify} ——> Cardiac Arrest secondary to intracerebral H

C] Acquired Immune Deficiency Syndrome (AIDS)
Accidental alcohol/drug intoxication [Describe] ——> ':1

DUDE}

Accidental injury by other (e.g., vehicular accidents
during transport) [Describe] _—__,

Suicide (e.g., hanging, knife/cutting instrument.
intentional drug overdose) [Describe] '—‘——’
Homicide [Describe] ———————>

14. Where did the incident (e.g., accident, suicideI or homicide) causing the death take place?
5

NOT APPLICABLE—Cause of death was illness, intoxication. or AIDS-related

Cl

[PLEASE
SPECIFY]

In the prison facility or on the prison grounds
Cl In the inmate's cell/room
C] In a temporary holding area/lockup
D In a common area within the facility (e.g., yard, library, cafeteria)
C] In a special medical unit/infirmary
Cl In a special mental health services unit
Cl In a segregation unit
D On death row, special unit awaiting capital punishment
Cl Elsewhere within the prison facilit
l—>

Cl
Cl

Please Specify:

Outside the prison facility (e.g.. while on work release or on work detail)
Elsewhere
l—>

Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
NOT APPLICABLE—Cause of death was illness. intoxication, or AIDS-related

Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)
.;Af‘_CMf‘V Il'tu

16. Excluding emergency care provided at the time of death, did the inmate r'ecelve anuyrcoofrtrheecftioollowin mg
"8| i‘acI
services for the medical condition that caused his/her death after admissmn to yo

0 NOT APPLICABLE—Cause of death was accidental injury. intoxication. suicide. or homICIde
. Evaluated by physician/medical staff ..................................
Diagnostic tests (9.9.. X-rays. MRI) .......................... ..........[j................ [j
Medications ............................................................... v ..........E]................ [:1
................

PLEASE PROVIDAE
RESPONSE FoR
EACH ITEM (8-0

..............................................

’¢99V”

......................................................................

.........................

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and an of the conditions were pre-existing, mark
“Pre-existing medical condition. ’)'
Cl

NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide. or homicide
Pre-existing medical condition
Deceased developed condition after admission
Could not be determined

Please add any additional notes regarding this death here:

"ACCMI‘V In“

ED
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DEATHS IN CUSTODY—2017
STATE PRISON INMATE
DEATH REPORT

U 8. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS
AND ACTING AS COLLECTION AGENT:
RTI INTERNATIONAL

FORM COMPLETED BY:
Name
Otflclaj :'

Instructions for Completion
If no deaths occurred in 2017:
.
You will not need to report anything at this time.
0
At the beginning of 2018. you will be asked to complete a summary form whether or not you had a death occurrence in 2017.
_y_____________lf
ou had more than one death in 2017:
.
Make copies of this form for each additional death.

.
.

Complete the entire form for each inmate death.
Once your death records are complete. there are several ways to Submit a death report:
ONLINE: Complete the report online at: Lj—Lghttszllb'sdcrrtior

MAIL: RTI International, Attn: Data Capture
Project Number: 0215015.001.100.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

E-MAIL: _j_@_gb‘sdcrni.or

FAX (TOLL-FREE): (866) 800-9179
If you need assistance. call Matt Bensen of RTI International toll-free at (800) 344-1387 or _j__p_@_gb’sdcrrt/.or

What deaths should be reported?
INCLUDE deaths of ALL persons...
0

Conﬁned in your correctional facilities, whether housed
under yourjurisdiction or that of another state
Under your jurisdiction but housed in private correctional
facilities, whether located in or out of state

Under yourjurisdiction but in special facilities (e.g.,
medical/treatment/release centers, halfway houses.
police/court lockups, or work farms)
In transit to or from your facilities while under your
supervision

EXCLUDE deaths of ALL persons...
0

Executed in your state

0

Conﬁned in local jail facrlities. whether located in or out of
state
Under your jurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility

Under probation or parole supervision in your state
Under your jurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT
Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of inlormation unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death. including reviewmg instructions, searching existing data sources, gathering
necessary data. and completing and revrewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for
reducing this burden, to the Director, Bureau of Justice Statistics. 810 Seventh Street. NW. Washington, DC 20531. Do not send your completed form to this
address
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STATE PRISON INMATE DEATH REPORT
1.

What was the Inmate's name?

8.

E]
M,

FIRST

LAST

of
On what date was the inmate admitted to one
your correctional facilities?

MONTH

2.

YEN”-

3

On what date did the inmate die?

“4152ﬂ-7
DAY
YEAR
MON TH

3.

DAY

9,

For what offense(s) was the inmate being held?

a- First Degree Veh Negligence

What was the name and location of the
correctional facility involved?

Facilit Name:
ELAYN HUNT CORRECTIONAL CENTER
FacilitCit:

SAINT GABRIEL

|

Facility State:
10. Since admission, did the inmate ever stay
overnight in a mental health facility?

CI
What was the inmate’s date of birth?

MONTH

DA Y

inns

D

Yes
No
Don't Know

YEAR

11. Where did the inmate die?
What was the inmate’s sex?

-’
D

Male
Female

C]
C]
CI

Was the inmate of Hispanic, Latino, or Spanish
origin?

D

Yes
No

CI
Cl
E]
El

In a general housing unit in the facility or in a
general housing unit on prison grounds
In a segregation unit
In a special medical unit/inﬁrmary within your
facility
In a special mental health services unit within
your facility
In a medical center outside your facility
In a mental health center outside your facility
While in transit
Elsewhere
Ll Please Specify:

,

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:

BUDDIES

4.

White
Black or African American
American Indian or Alaska Native
Asian
Native Hawaiian or Pacific Islander
Some other race
|—> I Please Specify:

u Af‘.CMf‘V In“

‘\

- .. _.__~\.¢.3_L__..a.'

LJ—x:l12.
Are. the results of a medical examiner's or coroner's evaluation (such as an autopsy. postmortem exam, or
revuew of medical records) available to establish an official cause of death?

Cl YES —> CONTINUE TO 013
D Evaluation complete—results are pending
L’ SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT 1
LATER TIME FOR THE CAUSE OF DEA TH
'

No evaluation is planned

13. What was the cause of death?

-> CONTINUE TO Q13

“" Please SPECIFY cause of death—it is critical information”

Illness—Exclude AIDS-related deaths [Specify] _,

C] Acquired Immune Deficiency Syndrome (AIDS)

Accidental injury to self [Describe] ———>

\

DD

l

Accidental injury by other (e.g., vehicular accidents
during transport) [Describe] .—___,

[3

Accidental alcohol/drug intoxication [Describe] —> I

Suicide (e.g., hanging, knife/cutting instrument,
intentional drug overdose) [Describe] _——-*

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?
NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related
D

[PLEASE
SPECIFY]

Cl
Cl

In the prison facility or on the prison grounds
C] In the inmates cell/room
Cl In a temporary holding area/lockup
C] In a common area within the facility (e.g., yard. library. cafeteria)
Cl In a special medical unit/infirmary
D In a special mental health services unit
C] In a segregation unit
D On death row, special unit awaiting capital punishment

Outside the prison facility (e.g., while on work release or on work detail)
Elsewhere
L>

Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
' NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related
Cl Morning (6 am to Noon)
D Afternoon (Noon to 6 pm)
[3 Evening (6 pm to Midnight)
Cl Overnight (Midnight to 6 am)
u APJZMPV In“

receive any 0f the fIOIIOWing me

the inmate
16. Excluding emergency care provided at the time of death, did
correctional faciliti dical
a dmission to your
es?
after
death
that
caused
his/her
services for the medical condition
0

suicide. or homicide
NOT APPLICABLE—Cause of death was accidental inj ury. intoxication.

NO DON'T KNOW
PLEA SE PROVIDE A
.......... [1................ C]
[j
RESPONSE FOR
.......... D ................
EA CH ITEM (a—l)
..........C] ................ [:l

YES

Evaluated by physician/medical staff ........................ v
Diagnostic tests (e.g.. X-rays. MRI) ..........................
Medications ............................................................... .z
Treatment/care other than medications ....................C] ..........

................ D

7‘99??

Surgery ......................................................................[:l.......... V ................
Confinement in special medical unit ...................................................

the co ndition
17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop
mark
after admission? (If multiple conditions caused the death and __yan of the conditions were pre-exrstmg,
“Pre-existing medical condition. ’)’

DEC}

Cl NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide
Pre-existing medical condition
Deceased developed condition after admission
Could not be determined

Please add any additional notes regarding this death here:

ultf‘.Cklf‘V In“

OMB No 1121-0249 Approval Expires 03/31/2019

DEATHS IN CUSTODY—2017
STATE PRISON INMATE
DEATH REPORT

Form NPS-4A
(Addendum)

US. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS
AND ACTING AS COLLECTION AGENT:
RTI INTERNATIONAL

FORM COMPLETED BY:

Ofﬂ l I

::
_

:1 l::l
WEI:

Instructions for Completion
If no deaths occurred in 2017.
You will not need to report anything at this time.
0
At the beginning of 2018, you will be asked to c0mplete a summary form whether or not you had a death occurrence in 2017.
l_y_______f
ou had more than one death in 2017:
0
Make copies of this form for each additional death.
0
Complete the entire form for each inmate death.
o
Once your death records are complete. there are several ways to submit a death report:
ONL/NE: Complete the report online at: _p_j_Lghtts://b‘sdcr.rti.or

MAIL: RTI International, Attn, Data Capture
Project Number: 0215015.001.100.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

E-MA/L: _j_g@4b‘sdcrrti.or

FAX (TOLL-FREE): (866) 800-9179
If you need assistance, call Matt Bensen of RTI lntemationa/ toll-free at (800) 344—1387 or b_j_g@__gsdcrrti.or

What deaths should be reported?
INCLUDE deaths of ALL persons,..
a

Conﬁned in your correctional facilities. whether housed
under yourjurisdiction or that of another state

Under your jurisdiction but housed in private correctional
facilities, whether located in or out of state
Under yourjurisdiction but in special facilities (e.g.,
medicaI/treatment/release centers, halfway houses.
police/court lockups, or work farms)
In transit to or from your facilities while under your
supervision

EXCLUDE deaths of ALL persons...
Executed in your state

Conﬁned in local jail facilities, whether located in or out of

State
Under your jurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility
Under probation or parole supervision in your state
Under your jurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT
Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number The
burden of this collection is estimated to average 30 minutes per each reported death. including reviewmg Instructions. searching exrsting data sources, gathering
necessary data. and completing and rewewrng this form. Send comments regarding this burden estimate or any aspect of this survey. including suggestions for
reducrng lhlS burden, to the Director. Bureau of Justice Statistics. 810 Seventh Street. NW. Washington, DC 20531, Do not send your completed form to this
address

u AI‘_EMI‘V rm.

STATE PRISON INMATE DEATH REPORT
1.

What was the inmate's name?

8.

FIRST

LAST

your correctional facilities?

ID|

lDeshawn

Ham's

On what date was the inmate admitted to one of

All

n

1

2 n
DAY

MON TH

2.

5

YEAR

On what date did the inmate die?
2
MON TH

3.

2 n1

_

0A Y

"17

9.

YEAR

For what offense(s) was the inmate being held?

- Simple Robbery

What was the name and location of the
correctional facility involved?

:‘IELAYN
HUNT CORRECTIONAL CENTER
Facilit Cit:

Facility State:

SAINT GABRIEL

10. Since admission, did the inmate ever stay
overnight in a mental health facility?
4.

What was the inmate's date of birth?

M7
MONTH

an

DA Y

CI
D
v

Yes
No
Don't Know

YEAR

11. Where did the inmate die?

What was the inmate’s sex?

'
U

Male
Female

Was the inmate of Hispanic, Latino, or Spanish
origin?

CI

Yes
No

C]

In a general housing unit in the facility or in a
general housing unit on prison grounds
In a segregation unit
In a special medical unit/inﬁrmary within your
facility
In a special mental health services unit within
your facility
In a medical center outside your facility
In a mental health center outside your facility
While in transit
Elsewhere
L

Please SpeCIfy:

I

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:
White
Black or African American
American Indian or Alaska Native
Asian
Native Hawaiian or Pacific Islander
Some other race
‘—>

Please Specify:

HACCMI‘V In”

S
Il2. Are. the results of a medical examiner's or coroner’s evaluation (such as an autopsy,
reVIEW Of medical records) available to establish an official cause of death?

postmortem exam, or

D YES ﬂ CONTINUE TO Q13
U Evaluation complete—results are pending
L" SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEA TH

'

No evaluation is planned -> CONTINUE TO 013

13. What was the cause of death?

[3

[3

'“ Please SPECIFY cause of death—it is critical information“

Illness—Exclude AIDS-related deaths [Specify] _,
Acquired Immune Deﬁciency Syndrome (AIDS)

[EDD

Accidental alcohol/drug intoxication [Describe] ——> 1:}

Accidental injury by other (e.g., vehicular accidents
during transport) [Describe] —,
Suicide (e.g., hanging, knife/cutting instrument.
intentional drug overdose) [Describe] ——>
Homicide [Describe] —————>
Other cause(s) [Specify] ———————>

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?
NOT APPLICABLE—Cause of death was illness. intoxication, or AIDS-related
C]

[PLEASE
SPEC/FY]

In the prison facility or on the prison grounds
C] In the inmate's cell/room
C] In a temporary holding area/lockup
C] In a common area within the facility (e.g., yard, library. cafeteria)
CI In a special medical unit/infirmary
C] In a special mental health services unit
C] In a segregation unit
D On death row, special unit awaiting capital punishment
0 Elsewhere within the rison facilit
l—>

U
C]

Please Specrfy.‘

Outside the prison facility (e.g., while on work release or on work detail)
Elsewhere
L—>

Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
' NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related
CI
CI
U

Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)
HAPJIMK‘V in“

16. Excluding emergency care provided at the time of death. did the inmate receive any of the following medical
services for the medical condition that caused his/her death after admission to your correctional facilities?

D

NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide
NO
. Evaluated by physician/medical staff
. Diagnostic tests (e.g., X-rays. MRI)
. Medications
. Treatment/care other than medications
. Surgery
. Confinement in special medical unit

DON'T KNOW

PLEASE PROVIDE A
RESPONSE FOR
EA CH ITEM (a—f)

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and _yan of the conditions were pre-existing, mark
“Pre-existing medical condition. ’)’
C]

NOT APPLICABLE—Cause of death was accidental injury. intoxication. suicide, or homicide
Pre-existing medical condition
Deceased developed condition after admission
Could not be determined

Please add any additional notes regarding this death here:
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OMB No 1121 0249 Approval Expires 03/31/2019

DEATHS IN CUSTODY—2017
STATE PRISON INMATE
DEATH REPORT

U.S. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS
AND ACTING A8 COLLECTION AGENT:
RTI INTERNATIONAL

FORM COMPLETED BY:
N
Offlclal

[:3

w CE:

Instructions for Completion
If no deaths occurred in 2017:
o
You will not need to report anything at this time.
0
At the beginning of 2018, you will be asked to complete a summary form whether or not you had a death occurrence in 2017.
l__y___________f
ou had more than one death in 2017:
.
Make copies of this form for each additional death.
0
Complete the entire form for each inmate death.
.
Once your death records are complete, there are several ways to submit a death report:
ONL/NE: Complete the report online at: _p__j_p_ghtts://b'sdcr.rti.or
E-MAIL: b_;‘g@_g‘sdcrrti.or

MAIL: RTI International, Attn: Data Capture
Project Number: 0215015.001.100.102.100
5265 Capital Boulevard
Raleigh. NC 27690-1652

FAX (TOLL-FREE): (866) 800-9179
If you need assistance, call Matt Bensen of RTI International toll—free at (800) 344-1387 or _1_Q@_gb'sdcrrti.or

What deaths should be reported?
INCLUDE deaths of ALL persons...
0

Conﬁned in your correctional facilities, whether housed
under your jurisdiction or that of another state
Under yourjurisdiction but housed in private correctional
facilities, whether located in or out of state
Under yourjurisdiction but in special facilities (e.g.,
medical/treatment/release centers, halfway houses.
police/court lockups, or work farms)
In transit to or from your facilities while under your
supervision

EXCLUDE deaths of ALL persons...
Executed in your state
Conﬁned in local jail facilities. whether located in or out of
state

Under yourjurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility
Under probation or parole supervision in your state
Under your jurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT
Under the Paperwork Reduction Act. we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death, including reviewing instructions. searching existing data sources, gathering
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey. including suggestions for
reducing this burden. to the Director, Bureau of Justice Statistics. 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this
address.
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I Michael

LASI

“:1

HRS]

2.

DAY

YEAR

On what date did the inmate die?

an an
DAY

MON TH

3.

an

MI

MONTH

d to one of

ﬂll

9.

YEAR

For what offense(s) was the inmate being held?

a- Distribution Poss Sched ll

What was the name and location of the
correctional facility involved?

Facilit Name:
ELAYN HUNT CORRECTIONAL CENTER

Facilit Cit:

Facility State:

|

SAINT GABRIEL

LA

10. Since admission, did the inmate ever stay
overnight in a mental health facility?
What was the inmate’s date of birth?

an n1
MON TH

DAY

E]

C]
'
0

Yes
No
Don't Know

YEAR

Male
Female

['3

-’
D

DC]

What was the inmate’s sex?

[3.

11. Where did the inmate die?

Was the inmate of Hispanic, Latino, or Spanish
origin?

Yes
No

BEDS

[3

In a general housing unit in the facility or in a
general housing unit on prison grounds
In a segregation unit
In a special medical unit/inﬁrmary within your
facility
In a special mental health services unit within
your facility
In a medical center outside your facility
In a mental health center outside your facility
While in transit
Elsewhere
L

Please Specify:

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:

CI White
~’ Black or African American
[I American Indian or Alaska Native
U Asian
[3 Native Hawaiian or Pacific Islander
CI Some other race
‘—>

|

4.

Please Specify:

"ACEMI‘V In“

Evalua

YES

—

Hart

On what date was the inmate admitte
your correctional facilities?

[a
Cl

the

results
of medi

8.

What was the Inmate’s name?

:2.

1.

Are
review

STATE PRISON INMATE DEATH REPORT

———_M'
. -.—‘

— v"—

t
G

12. Are. the results of a medical examiner's or coroner's evaluation (such as an autOpsy, postmortem exam, or
revrew of medical records) available to establish an official cause of death?
«
D

YES —> CONTINUE TO Q13
Evaluation complete—results are pending
L" SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEATH

D No evaluation is planned —> CONTINUE TO Q13
13. What was the cause of death?

"" Please SPECIFY cause of death—it is critical information'"

Illness—Exclude AIDS-related deaths {Specify} ——> Mild Cardiomegaly and pulmonary edema
El Acquired Immune Deﬁciency Syndrome (AIDS)
[:1 Accidental alcohol/drug intoxication [Describe] —> :1
U Accidental injury to self [Describe] —>:::‘
[3 Accidental injury by other (e.g.. vehicular accidents

during transpon) [Descn'be] ____,
Suicide (e.g., hanging. knife/cutting instrument.
intentional drug overdose) [Describe] ——>
Homicide [Descn‘be] ———> ::
Other cause(s) [Specify] ———>

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?
NOT APPLICABLE—Cause of death was illness. intoxication, or AIDS-related
G

In the prison facility or on the prison grounds
0 In the inmate’s cell/room
C] In a temporary holding area/lockup
D In a common area within the facility (e.g., yard. library, cafeteria)
C] In a special medical unit/infirmary
[PLEASE
CI In a special mental health services unit
SPECIFY]
C] In a segregation unit
Cl On death row, special unit awaiting capital punishment

U Elsewhere within the prison facilit
L" Please Specify:
0
Cl

Outside the prison facility (e.g., while on work release or on work detail)
Elsewhere
l—> ’ Please Specify:

\

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related
'
Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)
uA/ICMI‘V Int.

. th e inmate receive any of the follow."

16. Excluding emergency care provided at the time of death. dd 1
9 "1
- '
to y our corre Ct'Ional ram-h.
admisswn
services for the medical condition that caused his/her death after

-

' 'de_ or ho micide
.
.
NOT APPLICABLE—Cause of death was accidental Injury. IntOXICat'Onv SU'C'
.

U

DON’T KNOW

[j ................ [:1
[:1

Evaluated by physician/medical staff ........................ v ..........
Diagnostic tests (e.g‘. X-rays. MRI) .......................... v .......... C] ................
Medications ............................................................... w .......... [j ................ C]

neeoee

Treatment/care other than medications .................... [:l ..........
Surgery ...................................................................... C] ..........

PLEASE PROVIDE A
RESPONSE FOR
EA CH ITEM (a—t)

................ [:1
................

Confinement in special medical unit ...................................................

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and a_yn of the conditions were pre-eXIstIng. mark
“Pre-existing medical condition. ')'
CI

NOT APPLICABLE—Cause of death was accidental injury. intoxication. suicide, or homicide

Cl
~’
Cl

Pre-existing medical condition
Deceased developed condition after admission
Could not be determined

Please add any additional notes regarding this death here:

uAf‘.CMf‘V In“

OMB No. 1121-0249 Approval Expires 0 Vii/101‘)

DEATHS IN CUSTODY—2017
STATE PRISON INMATE
DEATH REPORT

Form NPs-4A

US. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS
AND ACTING AS COLLECTION AGENT;
RTI INTERNATIONAL

FORM COMPLETED BY:
.m

Ofﬂclal
Address

T. h
e W °"°

State ’::lI

UP I::|

Instructions for Completion
If no deaths occurred in 2017
You Will not need to report anything at this time.
o
At the beginning of 2018, you will be asked to complete a summary form whether or not you had a death occurrence in 2017.
l_y—____f
ou had more than one death in 2017:
o
Make copies of this form for each additional death.
0
Complete the entire form for each inmate death.
0
Once your death records are complete, there are several ways to submit a death report:
ONL/NE: Complete the report online at: h_p___1__p__gtts://b'sdcr.rti.or
E-MAIL: _J__g@_gb‘sdcrrti.or

MAIL: RTI international, Attn: Data Capture
Project Number: 0215015.001.100.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

FAX (TOLL-FREE): (866) BOO-9179
If you need assistance. call Matt Bensen of RTI International toll-free at (800) 344-1387 or b_l__g@4'sdcrni.or

What deaths should be reported?
INCLUDE deaths of ALL persons...
0

Conﬁned in your correctional facilities. whether housed
under your jurisdiction or that of another state
Under yourjurisdiction but housed in private correctional
facilities, whether located in or out of state
Under yourjurisdiction but in special facilities (e.g.,
medical/treatment/release centers, halfway houses,
police/court lockups, or work farms)
In transit to or from your facilities while under your
supervision

EXCLUDE deaths of ALL persons...
Executed in your state
Conﬁned in local jail facilities, whether located in or out of
state
Under your jurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility
Under probation or parole supervision in your state
Under your jurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT
Under the Papenivork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each repOrted death. including reviewing instructions. searching existing data sources. gathering
necessary data. and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey. including suggestions for
reducing this burden. to the Director. Bureau of Justice Statistics. 810 Seventh Street. NW, Washington, DC 20531. Do not send your completed form to this
address.

"AflEMPV In“

STATE PRISON INMATE DEATH REPORT
1.

What was the inmate's name?

8.

y_our correc‘tional facilities?

:Htidsonl
(A5]

On what date was the inmate admitted to one of
LEO [E1

MD

HRS,

MON IH

2.

YEAR

On what date did the Inmate die?

1nn7
MON TH
DAY

3.

011 Y

2"“?

9.

YEA R

For what offense(s) was the inmate being held?

- Second Degree Murder

What was the name and location of the
correctional facility involved?

Facility Name:

LELAYN—H_U_NT c_¥0R—”R'___ECTIONALjCENTER|
EyFacilit_yCIt':

_7____"

‘

SAINT GAB.RI.E,L-_____I

4.

Facility State:

What was the inmate's date of birth?

MON TH

171nﬂs
DAY
YEA R

10. Since admission, did the inmate ever stay
overnight in a mental health facility?

Cl Yes
C] No
v

Don't Know

11. Where did the inmate die?
5.

What was the inmate’s sex?

Cl

6.

Male
Female

Was the inmate of Hispanic, Latino, or Spanish
origin?

C] Yes
“ No

CI

In a general housing unit in the facility or in a
general housing unit on prison grounds
In a segregation unit
In a special medical unit/infirmary within your
facility
In a special mental health services unit within
your facility
In a medical center outside your facility
In a mental health center outside your facility
While in transit
Elsewhere
L

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:
White
Black or African American
American Indian or Alaska Native
Asian

DDDDHD

7.

Please Specrfy:

Native Hawaiian or Pacific Islander
Some other race
l—> ‘ Please Specify:

..Ar‘.CMf‘V lfﬁn

__'.__M

- U
.
--~_- -- ,___“.__‘__.__h- '_ .
“.___ ___.____,_‘__;“-._ no - q..- ‘1‘,“ t. _'.

_ -. \ .. a

\

.-

i,

.- §

ﬂ,
L01.“
(‘1

a:
E:
Are the results of a medical examiner's or coroner's evaluation (such as an autopsy. postmortem exam. or
review of medical records) available to establish an official cause of death?
YES —> CONTINUE TO Q13
Evaluation complete? results are pending

[:1
D

L"* SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEA TH
No evaluation is planned

'

13. What was the cause of death?

—> CONTINUE TO Q13

"" Please SPECIFY cause of death—it is critical information'"

Illness—Exclude AIDS-related deaths [Specify] _, Lung and Brain Cancer

“

1

Cl Acquired Immune Deficiency Syndrome (AIDS)
Accidental alcohol/drug intoxication [Describe] —> EI
Accidental injury to self [Describe] ——>::)‘

DUDE

Accidental injury by other (e.g., vehicular accidents
during transport) [Describe] _—__,
Suicide (e.g., hanging. knife/cutting instrument.
intentional drug overdose) [Describe] —’
Homicide [Describe] ———-—> ::
Other cause(s) [Specify] ——-———>

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?
NOT APPLICABLE—Cause of death was illness, intoxication. or AIDS-related
In the prison facility or on the prison grounds
C] In the inmates cell/room
D In a temporary holding area/lockup
Cl In a common area within the facility (e.g., yard, library. cafeteria)
[PLEASE
D In a special medical unit/infirmary
C] In a specral mental health servrces unit
SPEC/FY]
C] In a segregation unit
D On death row. special unit awaiting capital punishment
0 Elsewhere within the prison facilit
.

D

L—>

C]
Cl

Please Specrfy:

Outside the prison facility (e.g., while on work release or on work detail)
Elsewhere
L>

Please Specify:

I

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
“

NOT APPLICABLE—Cause of death was illness. intoxication, or AIDS-related

Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)
y. AP.EKIf‘V

"1..

16. Excluding emergency care provided at the time of death, did the inmate receive any of the f'ollowing “medical
services for the medical condition that caused his/her death after admission to your correctional facilities?

0

NOT APPLICABLE—Cause of death was accidental injury, intoxication. suicide. or homicide
NO

.

. Evaluated by physician/medical staff
. Diagnostic tests (e.g.. X-rays. MRI)
Medications

DON'T KNOW

PLEASE PROVIDE A
RESPONSE FOR
EA CH ITEM (a—f)

. Surgery
. Conﬁnement in special medical unit

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and an of the conditions were pre-existing, mark
"Pro-existing medical condition. ')'
U

NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicnde, or homicide

C]
'
U

Pre-existing medical condition
Deceased developed condition after admission
C0uld not be determined

Please add any additional notes regarding this death here:

"ACCMI‘V In“

F

OMB No. 1121-0249 Approval Expires 03/31/2019

DEATHS IN CUSTODY—2017
STATE PRISON INMATE
DEATH REPORT

US. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS
AND ACTING AS COLLECTION AGENT:
RTI INTERNATIONAL

FORM COMPLETED BY:
Tltle

Ofﬁcial

F“ [:1

Instructions for Completion
If no deaths occurred in 2017:
0
You will not need to report anything at this time.
a
At the beginning of 2018, you will be asked to complete a summary form whether or not you had a death occurrence in 2017.
_L_________lf
ou had more than one death in 2017:
0
Make copies of this form for each additional death.
0
Complete the entire form for each inmate death.
.
Once your death records are complete. there are several ways to submit a death report:
ONL/NE: Complete the report online at: h_p_J_p__glts://b'sdcrcrti.or
E-MAIL: WSdCTdLOI’

MAIL: RTI International. Attn: Data Capture
Project Number: 0215015.001.100.102.100
5265 Capital Boulevard
Raleigh. NC 27690-1652

FAX (TOLL-FREE): (866) 800-9179
If you need assistance. call Matt Bensen of RTI Intemationa/ toll-free at (800) 344-1387 or __j___2@__gb'sdcrrti.or

What deaths should be reported?
INCLUDE deaths of ALL persons...
0

Conﬁned in your correctional facilities, whether housed
under your jurisdiction or that of another state
Under your jurisdiction but housed in private correctional
facilities. whether located in or out of state
Under yourjurisdiction but in special facilities (e.g..
medical/treatment/release centers. halfway houses.
police/court lockups. or work farms)

In transit to or from your facilities while under your
supervision

EXCLUDE deaths of ALL persons...
Executed in your state

Conﬁned in local jail facilities, whether located in or out of
State
Under your jurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility
Under probation or parole supervision in your state
Under yourjurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT
Under the Papenrvork Reduction Act. we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number The
burden of this collection is estimated to average 30 minutes per each reported death. including reviewrng instructions. searching existing data saurces. gathering
necessary data. and completing and revrewrng this form. Send comments regarding this burden estimate or any aspect of this survey. induding suggestions for
reducrng this burden. to the Director. Bureau of Justice Statistics. 810 Seventh Street. NW, Washington. DC 20531. Do not send your completed form to this
address

u A (ICMI‘V In“

8.

9.

In addition, what was th
e inmate’s race? Please
select one or more of th e
following racial

categories:
D

White

~’

Black or African American

Cl
[3

American Indian or Alaska Native
Asian

E]
[3

Native Hawaiian or Pacific Islander
Some other race
‘—>

Please Specify:

0L3
T
mung 0‘ a medical oxamlnor's or coroner's evaluation (such as an autopsy, [)oet—Jmortom
exam. or
review
Odlcal rocouiv.) available to establish an otllcial cause of death?
U
D Yl‘:
g E M CONTINUE r0013
[Valuation rtriinpli-ti»

lt“-ll“.»“ am pnnriinq

SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEA TH
B No evaluation tS [)lillllll‘li -> CONTINUE TO 013

“' Please SPECIFY cause 0! death—it Is critical Information‘“
L—“jnWhat was the cause of death?

v Illness-Exclude AIDS-related deaths [Specify] _, Cardiopulmonary Arrest to pneumonijaI
C] Acquired Immuno Detroioncy Syndrome (AIDS)
Accrdental alcohol/drug intoxication [Describe] —> I

3

Accidental injury to sell [Describe] —————> E

DUDE}

Accidental injury by other (e.g.. vehicular accidents
during transport) [Describe] _,
Suicide (e.g.. hanging. knife/cutting instrument.

Homicide [Describe] —-—-——> {:1
Other cause(s) [Specrfy] ———>

14. Where did the incident (e.g.. accident, suicide, or homicide) causing the death take place?
NOT APPLICABLE—Cause of death was illness. intoxication. or AIDS-related
Cl In the prison facility or on the prison grounds
U in the inmate's cell/room
CI in a temporary holding area/lockup
D In a common area within the facility (e.g.. yard. library. cafeteria)
C] In a special medical unit/infirmary
(PLEASE
D In a special mental health services unit
SPEC/FY]
0 in a segregation unit
D On death row. special unit awaiting capital punishment
0 Elsewhere within the rison facilit
L’

U
CI

Please Specrly:

Outside the prison facility (e.g., while on work release or on work detail)
Elsewhere
|—>

Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
“
D
C]

NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related
Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)
ultf‘.Eklf‘V In“

any of tho rout)
rocclve
death.
did
rlnadmmaission
to
your
correcru'ona.w',"e\x“\ ,
:jm
15’ Excludleg emergency euro provided at the time or
a
services for tho medical condltlon that caused hlslhor death

or homicide
0 NOT APPLICABLE—Cause of death was accrdontal lmUiy, intoxication, SUICI de.
DON'T KNOW

r3 ......... [:1 ............... i

Evnltintod by plinicran/modiczil staff .......................
Diagnostic tests (0 9.. X-rays. MRI) ....................... [j ........[j ............... _
Medications ........................................................ [j ....... [j .............. »’

\

PLEASE pRO W
RESPONSE FOR
EA CH ITEM (M

Treatment/care other than medications ................. .[j ........ .C] ................ ’

cosmos?!»

Surgery ..................................................................[I] ....... C] ............... /
Confinement In special medical unit

17. Was the cause of death the result of a pro-existing medical condition or did the inmate develop the CODGI'tion

C]

NOT APPLICABLE—Cause of death was acoldental injury. intoxication, surcide. or homicide

DEED

after admission? (If multiple conditions caused the death and a_gn of the conditions were P’e‘exmmg’ mark
“Pro-existing medical condition. ')'
Pie-existing medical condition
Deceased developed condition after admission
Could not be determined

Please add any additional notes regarding this death here:

,. ACCMI‘V in“

’

.3.

1

I
M

I ‘l-‘n‘A. .uww -ugw‘wwwm

OMB No 1121-0249 Approval Lupin-s 03/31/1019

DEATHS IN CUSTODY—2017
STATE PRISON INMATE

US. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS
AND ACTING AS COLLECTION AGENT:

DEATH REPORT

RTI INTERNATIONAL

FORM COMPLETED BY:
l

l

Tltlo

I

‘

Name
Official

w i:—

i:::::
State

Instructions for Completion
If no deaths occurred "12017
You will not need to report anything at this time.
At the beginning of 2018. you will be asked to complete a summary form whether or not you had a death occurrence in 2017.
ou had more than one death in 2017:
l_y________—____f
.
Make copies of this form for each additional death.
Complete the entire form for each inmate death.
Once your death records are complete, there are several ways to submit a death report:
ONL/NE: Complete the report online at: _p__j_L__ghtts://b'sdcr.rti.or

MAIL: RTI International, Attn: Data Capture
Project Number: 0215015.001.100.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

E—MAIL: b_;p_@_g'sdcrrti.or

FAX (TOLL-FREE): (866) 800-9179
If you need assistance, call Matt Bensen of RTI International toll-free at (800) 344-1387 or b_j_g@__g'sdcrrti.or

What deaths should be reported?
INCLUDE deaths of ALL persons...

EXCLUDE deaths of ALL persons...

Conﬁned in your correctional facilities. whether housed
under yourjurisdiction or that of another state

Executed in your state

Under your jurisdiction but housed in private correctional
facilities, whether located in or out of state

state

Under yourjurisdiction but in special facilities (e.g..

medical/treatment/release centers. halfway houses.
police/court lockups. or work farms)
In transit to or from your facilities while under your
supervision

Conﬁned in local jail facilities. whether located in or out of

Under your jurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility
Under probation or parole supervision in your state
Under your jurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT
Under the Papenivork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a Currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death. including reviewing instructions, searching existing data sources, gathering
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for
reducing this burden. to the Director. Bureau of Justice Statistics. 810 Seventh Street, NW, Washington. DC 20531. Do not send your completed form to this
address.

..Af‘.EMf‘V In“

STATE PRISON INMATE DEATH REPORT
1.

8.

What was the Inmate’s name?

I Delbert

Husser

I:I

FIRST

LAST

On what date was the inmate admitted to 0
your correctional facilities?

MI
MONTH

2.

DAY

YEAR

On what date did the inmate die?

an

2nlr

MON TH

DAY

9.

YEAR

For what offense(s) was the inmate being held?
a.

C-Behavior of Juveniles

b. Aggravated Rape
What was the name and location of the
correctional facility involved?
Name:

Facilit

ELAYN HUNT CORRECTIONAL CENTER

Facilit Cit:

Facility State:

SAINT GABRIEL

I LA

|
10. Since admission, did the inmate ever stay
overnight in a mental health facility?

What was the inmate’s date of birth?

MONTH

DAY

inns

C]
v
U

Yes
No
Don't Know

YEAR

11. Where did the inmate die?

Male
Female

C}

v
El

C]
[ED

What was the inmate’s sex?

Was the inmate of Hispanic, Latino, or Spanish

origin?

CI
“

Yes
No

DUDE

3.

In a general housing unit in the facility or in a
general housing unit on prison grounds
In a segregation unit
In a special medical unit/infirmary within your
facility
In a special mental health services unit within
your facility
In a medical center outside your facility
In a mental health center outside your facility
While in transit
Elsewhere
L" Please Specify:

’

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:
5’

Cl
C]
E]
El
D

White
Black or African American
American Indian or Alaska Native
Asian
Native Hawaiian or Pacific Islander
Some other race
L'V ‘ Please Specify:

HACCMFV ln..

8
o
a
m
oL:\*
" «A Are the results
of a medical examiner's or coroner's evaluation (such as an autopsy. postmortem exam. or
review of medical records) available to establish an official cause of death?

D YES —> CONTINUE TO 013
U Evaluation complete—raresults are pending

E]

L’ SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEA TH
No evaluation is planned —> CONTINUE TO 013

13- What was the cause of death?

""’ Please SPECIFY cause of death—it Is critical Information‘"

Illness—Exclude AIDS-related deaths [Specify] _, Cancer

V

I

Acquired Immune Deﬁciency Syndrome (AIDS)

D

l

C] Accidental injury to self [Describe] -—————>

l

|

C] Accidental alcohol/drug intoxication [Describe] —>

E] Accidental injury by other (e.g., vehicular accidents

D

during transport) [Describe] ___,
Suicide (e.g., hanging. knife/cutting instrument.
intentional drug overdose) [Describe] —-—> _

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?
NOT APPLICABLE—Cause of death was illness, intoxication. or AIDS-related
G

[PLEASE
SPECIFY]

In the prison facility or on the prison grounds
C] In the inmate's cell/room
D In a temporary holding area/lockup
C] In a common area within the facility (e.g., yard. library, cafeteria)
Cl In a special medical unit/infirmary
C] In a special mental health services unit
D In a segregation unit
D On death row, special unit awaiting capital punishment
U Elsewhere within the
L—>

Cl
Cl

rison facilit

Please Specify:

Outside the prison facility (e.g., while on work release or on work detail)
Elsewhere
I—>

Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related
Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)
u AKICMI‘V

II'M.

,
.
' an y of the fol IoWin Mo
receive
16. Excluding emergency. care provided at the time of death. did the Inmate- . dt '
to y our correction 3' facilities-pal
.

servuces for the medical condition that caused his/her death after admissmn

de.
U NOT APPLICABLE—Cause of death was accidental injury, intoxication. suici

YES

NO

or homicide

DON‘TKNOW

Evaluated by physician/medical staff ........................ v .......... [:1................ [:1

Diagnostic tests (e.g., X-rays. MRI) .......................... v .......... C] ................ [j

RESPONSE FOR
EA CH ITEM (8-0

7ND

9.0135»

Medications ............................................................... v ..........[j ................ Cl
Treatment/care other than medications ....................[:1 ..........[Z] ................ r
. Surgery ...................................................................... v ..........D ................C]

PLEASE PROVIDE A

Conﬁnement in special medical unit

C]

NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide

DEG

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and a__zn of the conditions were pre-existmg, mark
“Pre-existing medical condition. ’)’

Pre-existing medical condition
Deceased developed condition after admission
Could not be determined

Please add any additional notes regarding this death here:

nAf‘JIMf‘V lhu

OMB No 1121-0249 Approval [lp‘rIPS 03/31/2019

DEATHS IN CUSTODY—2017
STATE PRISON INMATE
DEATH REPORT

Form NPS»4A
(Addendum)

US. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS
AND ACTING AS COLLECTION AGENT'
RTI INTERNATIONAL

FORM COMPLETED BY:

Name
Official

[::l

jj]
Cll:::
m g:

Instructions for Completion
If no deaths occurred in 2017:
o
You will not need to report anything at this time.
0
At the beginning of 2018. you will be asked to complete a summary form whether or not you had a death occurrence in 2017.
_y—_——lf
ou had more than one death in 2017:
a
Make copies of this form for each additional death.
Complete the entire form for each inmate death.
0
Once your death records are complete, there are several ways to submit a death report‘
ONLINE: Complete the rep0rt online at: thsJ/b'sdcrnior
E-MAIL: W'sdcrmor

MAIL: RTI International, Attn: Data Capture
Project Number: 0215015.001.100.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

FAX (TOLL-FREE): (866) 800-9179
If you need assistance. call Matt Bensen of RTI International toll-free at (800) 344-1387 or W'sdcrdrﬂor

What deaths should be reported?
INCLUDE deaths of ALL persons...
0

Conﬁned in your correctional facilities, whether housed
under your jurisdiction or that of another state
Under your jurisdiction but housed in private correctional
facilities, whether located in or out of state
Under yourjurisdiction but in special facilities (e.g.,
medical/treatment/release centers. halfway houses,
police/court lockups, or work farms)
In transit to or from your facilities while under your
supervision

EXCLUDE deaths of ALL persons...
Executed in your state
Conﬁned in local jail facilities. whether located in Or out of
state
Under your jurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility
Under probation or parole supervision in your state
Under your jurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT
Under the Papenrvork Reduction Act. we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number The
burden of this collection is estimated to average 30 minutes per each reported death. including reviewrng Instructions. searching extsting data sources, gathenng
necessary data. and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this Survey. including suggestions for
reducing this burden. to the Director. Bureau 0! Justice Statistics. 810 Seventh Street. NW. Washington. DC 20531 Do not send your completed form to this
address
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STATE PRISON INMATE DEATH REPORT
1.

What was the inmate‘s name?

8.

I Robert

Johnson
LASI

ID

HRS!

On what date was the inmate admitted to one of

your correctional facilities?

ﬂszﬂﬂ7

MI
MONIH

1222
MON TH
DAY

n.

9.

YEAR

For what offense(s) was the inmate being held?
a.

Second Degree Murder

What was the name and location of the
correctional facility involved?
Facilit

Name:

ELAYN HUNT CORRECTIONAL CENTER

Facilit Cit .‘

Facility State:

SAINT GABRIEL
10. Since admission, did the inmate ever stay
overnight in a mental health facility?
What was the inmate’s date of birth?

iniﬂﬂi

MONTH

DA Y

D
C]
v

Yes
No
Don't Know

YEAR

11. Where did the inmate die?
What was the inmate’s sex?

CI

E]

Male
Female
BBC]

3.

YEAR

On what date did the inmate die?

Was the inmate of Hispanic, Latino, or Spanish
origin?

C] Yes
" No

DUDE

2.

DA Y

In a general housing unit in the facility or in a
general housing unit on prison grounds
In a segregation unit
In a special medical unit/inﬁrmary within your
facility
In a special mental health services unit within
your facility
In a medical center outside your facility
In a mental health center outside your facility
While in transit
Elsewhere
L'

Please Specify:

‘

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:
White
Black or African American
American Indian or Alaska Native
Asian
Native Hawaiian or Pacific Islander
Some other race
L> ‘ Please Specify:
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/::,
Are the results of a medical examiner's or coroner’s evaluation (such as an autopsy. postmortem exam. or
revrew of medical records) available to establish an official cause of death?
/

« YES —> CONTINUE TO 013
U Evaluation complete—results are pending
L“ SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEA TH

E] No evaluation is planned —> CONTINUE TO 013
13. What was the cause of death?

“" Please SPECIFY cause of death—it is critical information“

Illness—Exclude AIDS-related deaths [Specify] _, Sudden Cardiac Arrest

"

|

C] Acquired Immune Deﬁciency Syndrome (AIDS)
Accidental alcohol/drug intoxication [Describe] —> ::
Accidental injury to self [Describe] ——> :I

DUEL—J

Accidental injury by other (e.g., vehicular accidents
during transport) [Describe] _____,
Suicide (e.g., hanging, knife/cutting instrument.
intentional drug overdose) [Describe] ————>

Other cause(s) [Specify] ————> l:

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?
NOT APPLICABLE—Cause of death was illness. intoxication. or AIDS-related
C] In the prison facility or on the prison grounds
C] In the inmate's cell/room
Cl In a temporary holding area/lockup
C] In a common area within the facility (e.g., yard. library. cafeteria)
.
[PLEASE
Cl In a special medical unit/infirm'ary
SPEC/FY]
C] In a specral mental health sewices unit
D In a segregation unit
C] On death row, special unit awaiting capital punishment
Cl Elsewhere within the
L?

Cl
C]

rison facilit

Please Specify:

Outside the prison facility (e.g.. while on work release or on work detail)
Elsewhere
L—>

Please Specify:

15. When did the incident (e.g., accident, suicide. or homicide) causing the death occur?
NOT APPLICABLE—Cause of death was illness. intoxication. or AIDS-related
Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)
,.I\f".|:klf‘V in“

16. Excluding emergency care provided at the time of death, did the inmate receive any of the fellowing medical
services for the medical condition that caused his/her death after admission to your correctlonal faCIIItIes?

D NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide. or homiCide

(DQOU'Q)

.
.
.
.
.

Evaluated by physician/medical staff ..................................................
Diagnostic tests (e.g.. X-rays. MRI) ..........................E] .......... y ................[j
Medications ...............................................................E] .......... .z ................[:1
Treatment/care other than medications .................... C] .......... v ................ [Z]
Surgery ......................................................................1:] .......... V ................[:l

PLEASE PROVIDE A
RESPONSE FOR
EACH ITEM (3—0

f. Confinement in special medical unit ...................................................

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and _yan of the conditions were pre-existing, mark
“Pre-existing medical condition. ’)’
U

NOT APPLICABLE—Cause of death was accidental injury. intoxication, suicide. or homicide

C]

Pre-existing medical condition
Deceased developed condition after admission
Could not be determined

El

Please add any additional notes regarding this death here:
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